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THE SURGERY OF THE SPINE. 
By J. WILLIAM WHITE, M.D., 
OF PHILADELPHIA, 


PROFESSOR OF CLINICAL SURGERY IN THE UNIVERSITY OF PENNSYLVANIA; SURGEON 
TO THE UNIVERSITY, PHILADELPHIA, AND GERMAN HOSPITALS. 


CASE of spinal tumor operated upon by Mr. Victor 
A Horsley on the oth of December, 1887 (the diagnosis 
having been made by Dr. Gowers), and published in the Med- 
ico-Chirurgical Transactions, attracted the attention of surgeons 
all over the world. The address of Mr. William Macewen, 
delivered before the British Medical Association in August, 
1888, in which he reported six cases of removal of the poster- 
ior arches of the vertebrz with four complete recoveries, all the 
operations having preceded that of Mr. Horsley, intensified the 
very wide-spread interest which was already felt, and brought 
the subject of spinal surgery prominently before the profes- 
sion. I desire in this paper briefly to review the general out- 
lines of the surgery of the spine, which, I may premise, is not 
in the least a new subject. To systematise we can divide the 
cases which may require operative interference into three 
groups: Ist, Traumatisms; 2nd, Caries; 3d, Neoplasms. 

1. Operation in cases of injury was suggesied as far back as 
the days of Paulus Aegineta, who taught that in spinal frac- 
ture the surgeon must, if possible, attempt to extract the 
compressing bone by incisions, having first warned the patient 
of his danger (Adams’ Translation.) Ambrose Paré in the pres- 
ence of paralysis made a like recommendation. Heister advised 
removal of any fragment that pressed on the cord. In addi- 
tion Hildanus, Matz and Vigaroux all referred to the operation, 
though none of them performed it, while Heine, Roux, 
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Holscher and Dupuytren each removed portions of the verte- 
bre for disease. Malgaigne says Chopart and Desault are the 
first to speak of it as a very simple thing “to trepan between 
the spinous and transverse processes, to give issue to effused 
fluids or to elevate or remove pieces of bone which may wound 
the cord ;” but it is not recorded that their suggestions bore 
any fruit, and a long interval elapsed without further mention 
of the subject. Dr. James in his “Medicinal Dict.,” Lond. 1745, 
said (in almost the same language employed by Heister): 





‘\ If the spinal marrow is wounded, death follows inevitably. Though 
as it may seem cruel not to attempt the relief of one under these un- 
happy circumstances, the surgeon should lay the injured part bare by 
the knife, and elevate the fragments, which press upon the medulla, in 
a proper manner; or when they are quite loose, extract them in a prop- 
er manner; then let him cleanse the wound thoroughly and apply 
balsamic medicines, using the napkin and scapulary. He must con- 
tinue this until the wound heals or the patient dies.” 


The nearest approach to a formal resection of the spine 
at about this date was the operation of Louis in 1762, reported 
in the Arch. Generales de Med., vol. xi, 1836, p. 417, and per- 
formed upon M., deVilledon, captain inthe Regiment of Vaube- 
court, who was paralyzed from a gunshot wound of back, 
received at the battle of Aménébourg. Louis and Duplessis 
consulted on the third or fourth day. They withdrew frag- 
ments of bone. 


They also spoke of ‘the indication for the trephine, even without 
fracture to give exit to blood, or matter, or even to prevent suppuration 
in some cases of fracture.” M. Villedon recovered and was finally 
able to walk. Louis concludes, ‘* quoi qu’il en soit c’est une victime 
que l’art a soustrait 4 une mort certaine.”’ 


The formal operation for the removal of a depressed verte- 
bral arch was, however, first performed by the younger Cline, 
in the spring of 1814, and though unsuccessful, showed the 
practicability of such an operation; Cline considered (South’s 
Notes to Chelius’s Surgery) that the symptoms sometimes re- 
sulted from the pressure of the spinal cord by the spinous 
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process or arch of the displaced vertebre, either fractured or 
not, a condition which he thought analogous to that of the 
brain when a piece of the skull is driven in upon it and causes 
symptoms of compression, which are relieved by the re- 
moval of the cause of the compression. With this notion he 
held it feasible to remove the compressing vertebral arch, and 
so to relieve the palsy. In the clinical lecture which he deliv- 
ered, he explained the reasons that had induced him to perform 
this operation, and the grounds upon which he hoped for 
success. 


He considered that in fracture with displacement of the verte- 
bra, which compressed the spinal cord, this great nervous cord was 
under precisely the same circumstances as the brain when pressed by 
fractured skull, and that, therefore, as the elevation of the pressing 
bone was indicated in the latter case, and often effected with success, 
sO was it equally called for in the former, and that no positive reason 
could exist why the operation should not be successful, provided the 
injury of the spinal cord itself were not great, a condition which, as re- 
garded the brain, could equally forbid operation, or render its success 
improbable or impossible. Before undertaking the operation of cut- 
ting out that part of the arch of the vertebra which compressed the 
cord, Cline proposed to himself the following four questions to which 
he gave the annexed replies: (1) Will the patient die of the opera- 
tion? Probably he will, if the injury be severe.' (2) If the cord be 
much hurt will it recover its functions? This is unknown; but we do 
know that if a nerve be divided it will unite, and the greater part of 
the spinal cord may be divided in a brute and yet the animal recover; 
in proof of which he detailed an experiment which he performed on a 
bitch. (3) After the removal of the arch of the vertebra will the 
spine be sufficiently strong to support the body? Probably it will for 
ordinary purposes, though the patient may not be able to lift heavy 
weights. (4) Willa patient recover from a compound fracture of the 
spine, which, by the performance of the operation, it becomes? The 
nearer a fracture is to the source of the circulation, and the less com- 
pact, and consequently the more vascular, the bone is, the ‘greater is 


1South says: “I do not exactly understand the answer given, for there is no 
danger in the operation, if it be performed with care; but I suspect he thought the 
exposure of the spinal cord might hasten inflammation, and so death might more 
quickly result.” 
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the probability of recovery. Both these advantages are present in the 
spine, and therefore favor the successful issue of the case. He added 
that the only reasonable objection to the operation of trephining the 
spine is, that we cannot, previous to the operation, ascertain whether 
the spinal cord be simply compressed, or whether it be partially or en- 
tirely torn through, or whether the symptoms of compression result 
from the effusion of blood in different situations, neither of which in- 
deed can be ascertained after the vertebral canal has been opened, 
unless the sheath be rent. 


Cline’s operation, although his patient died, attracted 
great attention, and for a time its propriety was vigorously dis- 
cussed. An earnest argument, often degenerating into bitter 
and virulent personality, was kept up for many years; Sir 
Astley Cooper, Benj. Bell, Tyrrell, South and others endorsing 
and upholding the operation, while Sir Charles Bell, John 
Bell, Sir Benj. Brodie, and others violently opposed it. The 
following quotations give an idea of the tone of a portion of 
the papers which were published about that period. Brodie 
wrote of the operation that “even under the most auspicious 
circumstances it must be doubtful whether it may not be pro- 
ductive of harm rather than of good to the patient;” while 
Sir Astley Cooper concludes his remarks on the subject as 
follows: “Though I may not live long enough to see the oper- 
ation frequently performed, I have no doubt that it will occa- 
sionally be performed with success. There is no reason why 
it should not; and he who says that it ought not to be at- 
tempted is a blockhead.” After a time, however, the contro- 
versy languished, though here and there a solitary operation, 
almost invariably entirely unsuccessful, was recorded. 

In the Lritish and Foreign Medical Review for 1838 in a 
critique of Sir Charles Bell’s “Institutes of Surgery” the 
reviewer quotes a successful case, in which the operation was 
performed by a Welsh surgeon by the name of Edwards, re- 
section having been made in the lumbar region. The case, 
however, is very imperfectly reported. The cases of Tyrrell, 
Barton, Wickham, Smith, Rogers and others were all unfav- 
orable and Malgaigne, after having reviewed their results, joined 
the ranks of the opponents, deciding that the fatality of the 
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recorded cases should be sufficient to deter surgeons from so 
grave an operation. He believed that if the ordinary methods 
were not sufficient in case of fracture with displacement that 
we might try to act on the posterior fragment with forceps or 
tenacula to draw it backward, but that “the extraction or 
trephining of the arch presents itself as so desperate a resource ” 
that he would not advise any one to adopt it. 

In 1861, Dr. Hutchison, of Brooklyn, published (American 
Medical Times) the history of an operation for fracture, which 
resulted in death, and reviewed the histories of the recorded 
cases up to that time. He did not arrive at any general con- 


clusion as to the propriety of surgical interference. 


In 1865 considerable attention was again drawn to the opera- 
tion by Dr. Robert McDonnell, who reported the case of Dr. 
Samuel Gordon, in which trephining of the 12th dorsal verte- 
bra had been followed by the healing of a bed-sore, the disap- 
pearance of a virulent cystitis and the return of power over the 
bladder and of sensation in the rectum, the patient being still 
alive but unable to stand at the end of five months. 


Dr. McDonnell also reported a fatal case of his own and reviewed 26 
cases of trephining, in 7 of which life was preserved for some time. He 
called attention to cases of temporary paralysis from pressure by pus, in 
which the cord had entirely recovered, and to similar ones of paralysis 
from wounds of the spine, followed by recovery on the withdrawal of the 
foreign body which was causing the conpression. 

He concluded that instances of fractures of portions of the verte- 
bra, unaccompanied by fracture or displacement of the body, are not 
very infrequent, being 10% of the recorded cases which he was able to 
discover, the majority of them occupying the cervical or upper dorsal 
region. : 

He suggested that the loss of reflex movement in such patients might 
be due to a venous congestion of the cord below the seat of injury, not 
to structural change, and that such loss is therefore an additional indi- 
cation for operation. 

He thought that evidences of myelitis or meningitis, the girdle symp- 
tom, formication, cramps, spasms, fever, etc., contraindicated operation, 
but believed that the softening of the cord under pressure was quite 
different from ordinary inflammatory softening or ‘“ white softening,” 
and that it indicated no structural change, from which the cord could 
not recover. 
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In the discussion in the Royal Medical and Chirurgical So- 
ciety (Vedical Times and Gazette, vol. ii., Dec. 9, 1865, pp. 
639, 640) which followed the reading of Dr. Gordon’s paper, 
Mr. Alexander Shaw called attention to the fact that in this 
successful case the operation was not performed till the second 
month after the accident, during which time the vertebral 
column must have undergone essential changes ; so that, if the 
bones had not perfectly united, at least all the adjacent parts 
must have become consolidated by the processes of repair. 


“And” he added ‘‘observations show that when patients have passed 
through the first stages of the accident, and have lived long enough 
for the injured parts to acquire some solidity and firmness, their 
chances of surviving, although with paraplegia remaining, are greatly 
increased ; the probable reason being that, as they can be moved more 
freely in bed, and their positions more frequently changed, the bed- 
sores are more likely to be cured.” 


In 1866 Mr, Jonathan Hutchinson (Clinical Lectures and 
Reports of the London Hospital, vol. iii., p. 327) considered at 


length the conditions usually met with in spinal fractures and 
luxations, with the object of furnishing conclusive arguments in 
support of the usual practice at the London Hospital of ab- 
staining from operative interference in such cases. 


He asserted that a good many cases recover, if put under favorable 
circumstances and let alone, and that of those which end in death, very 
rarely indeed, could it be said after post-mortem examination, that an 
operation could by the barest possibility have done any good. In the 
great majority, then, since it could have done no good, its effect would 
have been to increase the patient’s sufferings, and aggravate his 
danger. 

With regard to the lesions usually met with in the post-mortem room, 
he made the following assertions, based onthe examination of about 
twenty cases: First. Permanent compression of the cord, or of any 
part of it, is a very rare event. From my experience I should not 
think that permanent displacement to any material degree is met with 
once in ten cases. Second. As might be expected from the fact that 
almost all the more serious injuries to the spinal column are due to 
indirect violence (bends) the fractures of the laminz are of little conse- 
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quence and never cause compression of the cord. In almost all our 
cases the laminee, spinous processes, etc., are more or less fractured, 
but I have never yet seen a case in which any of the fragments were in 
contact with the cord. Third. Having thus denied that the cord is 
permanently compressed, either by the bodies or the lamine, I now 
extend my statement to extravasations of blood. I have never myself 
seen any effusion to’ the extent of possible compression, and in the 
majority of cases there is little or none. The injury is a crush, and is 
not one at all likely to cause much bleeding. There are no large 
arteries to be injured. Fourth. Instances of great displacement of one 
vertebra do sometimes occur. ‘They are exceptional, however, and 
very rarely of a kind which we could rectify by force or by operation. 
Fifth, The cases in which, during iife, there is evidence of considerable 
displacement are not by any means always the most serious ones. 
The irregularity, perceived externally, concerns rather the spinous and 
transverse processes than the bodies, and it is very possible that they 
may have been fractured without any crush of the cord; and, on the 
other hand, that the bodies may have been displaced for a moment, al- 
lowing complete crushing of the cord, and yet no permanent irregularity 
may have resulted. In justification of the strong opinion which I have 
already expressed against operations with the intention to elevate de- 
pressed portions of bone, I must say a few words more. My chief 
reason ts that by doing so you convert a simple into a compound frac- 
ture, and add the risks of pyamia, together with those of spinal menin- 
gitis. Then, I urge that depressions of bone very rarely exist, perhaps 
not one in twenty cases, and that it is utterly impossible to select the 
case. 


INJURIES OF THE SPINE. 


In 1867 Dr. John Ashhurst reviewed the subject up to that 
date, publishing a table of 26 cases, many of which were in- 
cluded in Dr. Hutchison’s and Dr. McDonnell’s collections, 
reviewed their clinical history, said that there was not in fact 
one well authenticated instance of recovery from spinal resec- 
tion and concluded that in no case did resection or trephining 


offer a reasonable prospect of improving the patient’s condi- 
tion; but that on the contrary there was reason to fear that 


they increased the chances of fatal termination. 
In 1869 Mr. Thomas Nunnely, in an Address on Surgery be- 
fore the British Medical Association, again brought the sub- 
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ject to the attention of the profession. He said that while the 
great majority of surgeons had had an unfavorable opinion of 
the operation of resection of the spine after fracture or dislo- 
cation with symptoms of compression, and while for many 
years it seemed to have been almost forgotten, yet he could 
not but think that this position had resulted more from sub- 
mission to habit or to traditione] authority than from a due 
consideration of the subject. He reported four cases of his 
own with one recovery, reviewed the tables of McDonnell, and 
concluded that out of 33 cases of fractures in various parts ot 
the spine, life had been permanently saved in three, and con- 
siderably prolonged in three others, and that in still others 
general improvement had resulted. He called attention to the 
fact that all the successful cases were most unfavorable at the 
time of the operation and should, therefore, not be compared 
with large collections of injuries to the spine, of all grades of 
severity. His general conclusion, therefore, was distinctly fa- 
vorable to the operation, and he quoted with approval the dic- 
tum of Sir Astley Cooper who, more than once, declared that 
if one patient out of one hundred could be saved it would be 
better than could be hoped for from nature alone. During the 
same year, however (1869), Mr. LeGros Clark, in a lecture on 
Diseases of the Spinal Cord (Zhe British Medical Journal, vol. 
ii, July 17, 1869, pp. 49-52), took equally strong ground against 
the operation. His argument may be summarized as follows: 





The end proposed in an operation of this kind is to remove dis- 
placed bone which is supposed to press upon or irritate the cord. But 
such a proceeding 1s most likely to prove abortive from the inaccessi- 
bility of the displaced bone, fractures of the arches alone being very 
rare except from direct violence. But the direct violence which would 
suffice to fracture the arch and drive the spinous process into the cord, 
the body of the vertebra remaining unbroken, must almost inevitably 
prove hopelessly destructive to the nerve tissue. Again: If the sur- 
geon operate early he does so betore it is known whether the injury is 
permanent, a fact which can only be developed by time; if he wait he 
diminishes his chances of success. If he does operate, he converts a 
simple fracture into a compound fracture, and a communication is es- 
tablished with a canal having the most delicate and susceptible rela- 
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tions, and which must be liable,to the intrusion of the products of in- 
flammation during such period as the patient may survive the effort to 
repair the lesion. Ifthe cord has been crushed, and the operation 
has been consequently useless, probably life may be, thereby, only 
curtailed ; but if (as must be presupposed for the operation to have a 
chance of success) the cord be not crushed, it appears that the best 
chance for the patient’s recovery is thereby extinguished. The opera- 
tion has been advocated on the erroneous hypothesis that the spinal 
cord can becompressed. without serious disintegration of its texture. I 
believe this is scarcely ever the case, unless such pressure result from ex- 
travasation of blood, a condition which, if it could be ascertained, 
would not be regarded as indicating operation. 


The only supposable form of spinal surgery which, in my opinion, 
might be benefited by operation, is a fracture of the vertebral arch 
alone, with limited depression, or the recent intrusion of a spiculum of 
bone within the theca, whereby the cord is pricked and irritated. But 
where are these cases to be met with, and how are they to be recog: 


nized? I fear we must abandon this operation. It can scarcely be 
alleged by its advocates that, if unproductive of good, it is harmless. 
To weaken still further the remaining connections of a broken spine, 
to convert a simple into a compound fracture, to expose the sheath of 
the cord and possibly the cord itself, and to entail the risks attending 
the period of repair, cannot be regarded as circumstances of indiffer- 
ence. 

At present, with every disposition to regard this subject impartially, 
and to give their due weight to the arguments and facts which have 
been advanced in its favor, I cannot regard trephining the spine as 
brought within the pale of the justifiable operations in surgery. 


In 1870, M. Brown-Sequard, from the point of view of a neu- 
rologist, as well as an experimental physiologist, upheld very 
strongly the theory that death after fracture of the spine is usu- 
ally due to the effect of continued irritation of the cord by pieces 
of broken bone and not to the results of a partial or complete 
section of this nervous centre. (Physiology and Pathology of 
the Nervous Centres.) He quoted the clinical history of many 
cases to prove that section, or even crushing of the spinal cord, 
had not proved fatal, and emphasized the fact that in animals 
death is rarely caused by complete section of the cord in the 
dorsal region, while they die as quickly and as often as men 
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after fracture of the spine if the broken pieces are not removed. 
He further called attention to the removal of the body of the 
third cervical vertebra by an Italian surgeon in a case of 
sypnilitic caries, to another analogous case also operated upon 
by an Italian surgeon, and to two cases of cyst in the spinal 
canal with erosion and expulsion of portions of the vertebre, 
all of which recovered. 


He believed that as the result of his investigations the following 
conclusions were justifiable: (1) That the laying bare of the spinal 
cord is not a dangerous operation ; (2) that death after a fracture of 
the spine is usually due to the effects of pressure, or of excitation of 
the spinal cord, and is not the result of a partial or a complete section 
of this organ; (3) that reunion may take place after a wound of the 
spinal cord, so that its lost functions may return; (4) that the removal 
of some parts of the vertebrae may be followed by a production of new 
bone; (5) that the cases of fracture of the spine in which the trephine 
has been applied show the usefulness of this operation. 


In spite of this pronunciamento, another long interval en- 


sued with very few reported cases which I have been able to 
discover, of resection of the spine in case of injury. Two 
cases in 1870, operated on by Cheever, of Boston, both re- 
sulted fatally, as did one operated on by E. R. Willard in 1871, 
and one by Lucke in 1880. Stemen, of Indiana, in 1883, reported 
three cases, one relieved, one not benefited, one fatal in eight 
days. 

In 1884 Dr. John A. Lidell, in the article on Injuries of the 
Back, in vol. iv of the International Encyclopedia of Surgery, 
quoted Ashhurst’s statistics, recorded the statement of Prof. 
Eve, of Nashville, to the effect that resection of the dorsal ver- 
tebra is “one of the most difficult in surgery, if not impracti- 
cable,’ and concluded that the operation of resection or tre- 
phining the vertebra is unjustifiable, because it does not offer 
a reasonable prospect of improving the patient’s condition in 
any case, while, on the other hand, there is always reason to 
fear that it may increase the chances of a fatal termination. 

In September, 1884, Dr. Halsted, of New York, operated at 
the Roosevelt Hospital on a patient, who three days previously 
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had suffered a fracture of the spine of the twelfth dorsal ver- 
tebra with rotation and forward luxation of the body of the 
same vertebra and fracture of the right transverse process of 
the firstlumbar. The displacement was reduced with the help 
of Langenbeck’s hook, but the patient died seventeen hours 
later. (Medical News, January 3, 1885). 

In November, 1884, Dr. Pinkerton, acting as house-surgeon 
for Dr. E. L. Keyes, removed the spinous process and lamina 
of the twelfth {dorsal vertebra, which had been fractured four 
days previously. The patient died five days later. (/é7d). 

In February, 1885, Mr. William Macewen (Aritish 
Medical Journal, August, 11, 1888) operated in the case 
of a man who, six or eight weeks previously, had hada severe 
injury tothe spine at the level of the lower dorsal vertebre. 
He had absolute motor paralysis, incontinence, hyperzsthesia 
followed by anesthesia, rapid muscular atrophy, cystitis, bed 
sores, pyrexia, etc. Resection was performed; the arch of 
the 12th dorsal was found fractured and depressed ; a connec- 
tive tissue tumor between it and the theca was removed, as 
well as the lamine involved. The patient made a good re- 
covery and a year later could walk about with ease and with- 
out support. 

In 1886, Dr. Robert T. Morris reported (ANNALS OF 
SURGERY, June, 1886) the case of a _ patient who, as 
the result of a fall upon the head, had complete para- 
plegia with loss of sensation and of motion at nearly all points 
below the neck. Twoyears and three months after the acci- 
dent the laminz and spinous process of the 7th cervical verte- 
bra and the spinous process of the 6th cervical vertebra were 
removed. The patient lived ten months but was not mater- 
ially improved. At the autopsy very extensive disease of the 
cord itself in the neighborhood ot the injury was found. The 
membranes were thick and firmly adherent to each other and 
to the vertebre. 

In 1886 Dr. Carl Lauenstein, of Hamburg, reported (Cen- 
tralblatt f. Chirurgie, No. 51, 1886; London Med. Record, March 
15, 1887) the case of a patient who, five weeks before coming 
under observation, had had a fall of forty feet. This was fol- 
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lowed by paraplegia, incontinence of urine and feces, trophic 
changes, etc. There was a projection in the dorso-lumbar re- 


gion, most prominent over the spine of the last dorsal. The 
use of a plaster jacket had failed to give relief. The arches of 
the last dorsal and first lumbar vertebre were removed by 
means of a chisel. 

Six months later the patient was able to walk, the inconti- 
nence had disappeared, and he was reported as quite recov- 
ered, 


With the view of deciding the question whether such improvement 
as had resulted in this case could possibly be attained without the per- 
formance of a surgical operation, Dr. Lauenstein has looked over pub- 
lished reports of similar cases, and studied especially the statements 
referring to paralysis of the bladder. The relief of this condition, he 
states, is a point of much importance, for, with the exception of bed- 
sore, which usually occurs in such cases, cystitis is, undoubtedly, the 
most formidable of all the secondary symptoms. Of fifty-three cases 
of so-called cure of fracture of the spine, collected by Gurlt in his 
work on fractures, there are fifteen instances of spontaneous restora- 
tion of the functions of the bladder and rectum. The shortest interval 
between the date of the accident and that of complete restoration of 
the functions of these organs was a few hours, and the longest interval 
eight weeks. 

In not one of six cases of fracture of the spine with paralysis of the 
bladder, treated by Lauenstein during the last six years, was any spon- 
taneous improvement observed in this latter condition after long inter- 
vals. It is concluded from these returns that when, in cases of com- 
pression of the cord from fracture of the spine, the functions of the 
bladder and rectum are restored, this restoration usually takes place 
after a brief interval, and that if no improvement has taken place in 
the course of ten weeks, any subsequent spontaneous change for the 
better in the condition of the bladder can hardly be anticipated. In 
the case reported by Dr. Lauenstein the bladder symptoms just before 
the operation were increasing in severity. Since the introduction of 
the antiseptic method into practical surgery two other instances in ad- 
dition to Macewen’s and Morris’ cases had been reported up to this 
date (1887) of operative interference for the relief of paralysis from 
injury to the spine. 

The first of these, reported by Maydl, from the, hospital practice of 
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Albert. had been diagnosed as a case of fracture of the spine in the 
dorsal region, but was found to be one of luxation and crushing of the 
cord. The patient recovered from the operation. In the second 
case, reported by Lucke, the operation was performed two days after 
an injury to the spine, which was found to consist in fracture with 
crushing of the corresponding part of the cord. ‘This patient also re- 
covered from the operation, but died nine months later from maras- 
mus, and without any but very slight improvement having been ob- 
served in the condition of the paralyzed limbs. In six only of thirty- 
one cases collected by Werner of operations performed on fractured 
spine in the pre-antiseptic era did the patients recover from the effects 
of the operation. These results, however, Dr. Lauenstein held, can 
not be brought forward to discredit the operation of trephining the 
spine, since sufficient care was not taken in their selection; and the 
treatment was applied in instances both of recent and of old injury, 
and even of complete crushing of the cord. 

Dr. Lauenstein would not operate in a case of recent injury to the 
spine, as it is well known that occasionally in such instances the symp- 
toms of paralysis disappear spontaneously in the course of a few 
weeks. 

In the Edinburgh Medical Journal for March, 1889, Mr. 
John Duncan reports three cases of fracture of the spine with 
paralysis which were operated upon by removal of the laminze 
of the broken vertebrae. One case died on the following day ; 
the others recovered from the operation but were unimproved. 

Horsley, in a foot-note to his paper on the case of spinal tu- 
mor, says he has operated on a case of fracture and that the 
wound healed rapidly, but gives no other details. In the pa- 
per itself he also mentions a most interesting case of opera- 
tion for the paralysis following fracture, in which the wound 
healed rapidly, as did a large bed sore. There was but little 
general improvement. 

It was found in this case that the spinous process of the 
11th dorsal vercebra was jammed forward between the 1oth 
and 12th, and also that there was backward compression of the 
cord against the lamina of the 1oth vertebra. These were 
removed. Mr. Horsley makes the following remarks apropos 
of these cases, and with reference to the dictum that 
when there is evidence that the cord has been severely jammed 
or compressed at the time of accident, an operation is contra- 
indicated. 
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‘In this case no doubt the spinal cord was momentarily jammed at the 
time of the accident so severely as to practically, 7. ¢., functionally, di- 
vide it. ‘Though laminz were found compressing it at the time of the 
operation, nevertheless they did not do it so severely as to thereby 
alone cause the excessive degree of the symptoms, therefore it would 
seem that the cord, as suggested. must have been compressed at the 
time of the accident. Now, this is just a case in which, if any atten- 
tion had been paid to the ruling before quoted, the patient’s life would 
have been lost, and indeed it must be obvious that, considering the 
necessarily small amount of information on this subject, it should be 
our duty to operate in every case, since we may possibly do some 
good, and certainly, if proper antiseptic precautions be taken, we can, 
to use Mr. Erichsen’s words, do no harm. 

This question of the damage to the spinal cord not appearing to 
discount the possible benefit of surgical interference so much as has 
been hitherto expected, gains additional illustration from the case 
which forms the subject of this paper, since nothing could well have 
appeared more hopeless than the indentation of the spinal cord pro- 
duced by the tumor. This indentation appeared to divide the lateral 
column completely, and yet, owing doubtless to the gradual character 
of the compression, the restoration of motor and sensory function has 
been complete. I would repeat, therefore, that, so far from its being 
unjustifiable to operate on the spine owing to the possibility of the 
cord being hopelessly damaged, it seems to me to be criminal not to 
operate.” 


Mr. Ernest Hart reports (Zhe British Medical Journal, 
March, 23, 1889,) a case of Péan’s in which paraplegia, reten- 
tion of urine, etc., followed a severe contused wound of tne 
mid-dorsal region caused by the bite of a horse. The spinous 
processes of the 7th and 8th dorsal vertebre were not to be 
felt. Péan removed by operation the fragments of these pro- 
cesses, and of the corresponding laminze which had pierced 
the membrane and entered the substance of the cord itself- 
He resected the irregular ragged fragments of the transverse 
processes. Mr. Hart reports that the operation was completed 
without complication, and-that “the patient is now restored to 
almost his ordinary condition.” 

Mr. Herbert Allingham reports (British Medical Journal, 
April 13, 1889, p. 838) two cases of fracture of the spine treat- 
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ed by trephining. In one there was fracture with depression 
of the lamina of the sixth dorsal vertebra; the spines and 
laminz of the fifth, sixth and seventh were removed. The 
wound healed in ten days. The symptoms of ascending 
changes were checked. Improvement to some extent occurred. 

In the second case the spines and laminz of the third, 
fourth, fifth and sixth dorsal vertebrae were removed; the 
wound healed in a fortnight. No mention of the subsequent 
course of the case is made except the fact that the woman 
died seven weeks later, and that the cord was found almost 
divided. 

I believe I have now given a fairly complete view of the 
history of this operation in cases of fracture and luxation and 
with sufficient detail to permit of a reasonable estimate of its 
present position before the profession. 

The arguments employed against operation in these cases of 
pressure upon the cord from fracture or displacement may be 
summarized as follows: It was said that there was great - if- 
ficulty of diagnosis between the cases in which the operation 
would probably prove useful, and those in which it would 
probably afford relief on account of the limited extent of the 
injury. This is undoubtedly true, but a precisely similar argu- 
ment will apply to many other, serious and frequently em- 
ployed operations, and all the most recent additions to our 
knowledge of the subject, whether derived from clinical ex- 
periments or from experimental and pathological investigation, 
lead us to assign to the cord a much greater power of repairing 
damage than was formerly thought to be conceivable. 

It was said that the position of a fractured bone often ren- 
dered it impossible to reach it ; and that the pressure was com- 
monly from the bodies of the vertebra which could not be re- 
moved. A careful review of reported autopsies shows that 
the proportion of cases in which the pressure is from the 
laminz is much greater than has been supposed, and that this 
assertion is as true now as when originally made by Mr. Nun- 
nely 20 years ago. 

It is very easy to demonstrate that the sweeping statements 
which have been quoted, as to the rarity of direct compres- 
sion by the arches and spinous processes, are not justified by 
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the facts. I append a number of references to cases of this 
character selected almost at random from medical literature, 
while seeking information as to other points. They might be 
multiplied indefinitely." They demonstrate that, in addition to 
the relief which we may fairly expect to give by removal of 
the lamina even in cases of compression by posterior displace- 
ment of the bodies, we may also expect in a very considera- 
ble proportion to remove completely and permanently the act- 
ual compressing and irritating factor, thus giving the cord an 
opportunity for reparative action if it has not been hopelessly 
crushed or disorganized—an opportunity which could not con- 
ceivably occur if the patient were left to the unaided processes 
of nature. 


'Perhaps the following case recorded by a distInguished neurologist will serve as 
well as any, as an example of a group of cases which a very little research shows to 
be by no means infrequent. 

Dr. Charles K. Mills has reported(The Polyclinic, vol. 1, No. 9, 1884) the case ofa 
man who had been crushed by the roof of a building falling upon him; he had motor 
and sensory paralysis, never recovered, and died of exhaustion five years later. 

A post-mortem examination was made thirty hours after death by Dr. Flick. The 
vertebra’ column had been fractured at the position of the 12th dorsal and Ist lum- 
bar vertebrae. The posterior portion of the upper of these bones had been broken 
and driven inward, and its fragments were overridden by a portion of the lower in- 
jured vertebra. The dura mater was adherent to the bone at the seat of the frac- 
ture. In the external layer of the dura, just at the lower end of the spinal cord, 
was a bony mass, one-half inch long by one fourth inch wide. The membrane, for 
a short distance above this point, and down the cauda equina, was much thickened 
and covered with a dirty exudation. The cord at this point was red and very soft. 
The spinal canal contained a large effusion. 

Cases more or less similar, but agreeing as to the occurrence of fracture of acces- 
sible portions of tre vertebrz,have been reported by Astley Cooper, Hamilton, Frac- 
tures and Dislocations , Stephen Smith, N. Y. Journal of Medicine, vol. vi, 1859 ; 
Curling, two cases, London Hospital Reports, vol. 1 ; Van Syck, N. Y. Journal of 
Medicine, vol. iii. 1857 ; Eberman, Am. Journ. of Med. ~ci., October, 1879; Arnott, 
Lancet,. 1851; Bransby Cooper, Lancet, 1828; Williamson, Dublin Quarterly Jour- 
nal, vol. 27; Boyer, Surgical Works, vol. 2; C.S. May, Am. Journ. of the Med. Sci. 
Oct. 1876 , Erichsen, Science and Art of Surgery; Malgaigne, Treatise on Frac- 
tures, Packard’s Trans., N. Y. Jo'r. of Med. and Collat. Sci., Sept. 1849, p. 268, 
Hamilton, Treatise on Fractures and Dislocations, Guy’s Hospital Reports, vol. ii, p. 
480; F. H. Hamilton, Jr., American Medical Times, N. S., vol. 8 ; Berkely Hill, 
Trans. Royal Med. and Chirurg. Soc., Jan. 22, 1867 ; Abernethy, J. Comstock, Bost. 
Med. Jour., 1848; William Pepper, Trans. Patholog. Soc. of Phila., 1867; T. B. 
Ladd, Boston Medical Journal, 1852 ; A. P. Clarke, Journal of the Am. Med. Ass’n., 
October, 1884 ; S. D. Townsend, Am. Jour. Medical Sciences, O. S., vol. 22; J. Solis 
Cohen Trans. Patholog. Soc. of Phila, 1878. 
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Of the 53 cases of resection for fracture and lux- 
ation which have thus far been recorded I find that 
in no less than 21 was there a fracture of the lamina 
Or processes, a percentage of 6.2 which, while it is 
undoubtedly in excess of the actual frequency of this form of 
fracture, should yet be studied in the light of the state- 
ment made by the opponents of the operation, viz., that it is 
impossible to tell with accuracy the extent of the damage and 
the particular parts involved. If this impossibility really ex- 
ists it is all the more important that we should not lose sight 
ot the fact that the injury may be one quite relievable by op- 
eration, 

Even when the pressure is anterior, having been caused by 
displacement or fracture of the vertebral body, removal of the 
posterior arches increases the calibre of the canal and increases 
also the chance of avoiding irreparable damage to the cord by 
compression. That itis unsafe tosay in any given case that the 
cord is hopelessly damaged would seem to be fairly well estab- 
lished by the results of such cases as Horsley’s, Macewen’s and 
Lauenstein’s, so that operation should scarcely be refused on 
that score alone.’ A still further argument was that the ex- 


In his article in Holmes’ Surgery (vol. iv., p. 130), Alexander Shaw says: 
“Changes of the most extraordinary magnitude may be effected in the brain and 
cord by encroachments of various kinds, without the sacrifice of their functions, on 


” 


condition that the intrusion is made slowly and gradually.” This opinion has been 
reiterated even by surgeons who like Mr. Shaw, earnestly oppose resection, and is 
used as an argument for trusting the patient to the vs medicatrix nature. Prof. 
Eve has brought together (Am. Jour. of the Med. Sciences, July, 1868) eleven cases 
of supposed division of the spinal cord, in which life was variously prolonged, and 
in one of which recovery was complete. In the lower animals the results of vivisec- 
tion experiments have been somewhat contradictory, but on the whole sustain the 
view that the cord like other nerve trunks possesses extraordinary regenerative 
power. In some animals true nervous matter is rerroduced after part of the cord 
has been destroyed ; at least, this is so in tritons and lizards (Muller). As is well 
known in these animals, when the tail is removed it is repro’uced, and Muller found 
that apart of the spinal cord corresponding to the new part of the tail is reproduced. 
Morphologically the elements were the same, but the spinal nerves were not repro- 
duced, while physiologically, the new nerve substance was not functionally active. 
It corresponds, as it were, to a lower stage of development. 

According to Masins and Vaulain, an excised portion of the spinal cord of a frog 
is.reproduced after six months; while B1own-Sequard maintains that reunion of the 


the cord takes place in pigeons after six to fifteen months. A 
rt > 


divided surfaces of | 
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posure of the cord and membranes to the air would inevitably 
set up a destructive inflammation, an argument which in these 
days of antiseptic surgery need not further be considered. The 
general conclusions that the operation was two difficult, was too 
prolonged, that there was danger of fatal hemorrhage, etc., 
were, as experience has shown, largely theoretical and al- 
though the operation is certainly not an easy one, and although 
one operator did lose his patient on the table from hamor- 
rhage while attempting to perform it, it is still one which may 
be confidently undertaken by any experienced surgeon. 

In reviewing the statistics of these operative cases it seems 
to me quite proper that those belonging to the preantiseptic 
period should be omitted, or should be regarded ina category 
by themselves. I do not mean that all, or even that a majority 
of the fatal cases, were due to septic disease. In many of 
them the time was too short, in others death resulted from inter 
current disease of other organs, but a sufficiently large propor- 
tion were so distinctly septic as to invalidate any sweeping 
conclusions based upon these results, sepsis after this opera- 
tion being as absolutely avoidable as after any in surgery. 
This would leave then, in a class by themselves, the thirteen 
operations for fracture of Macewen, Morris, Horsley, Lauen- 
stein, Licke, Albert, Duncan, Péan, and Allingham with three 
complete recoveries, two recoveries from the operation with 
benefit, seven recoveries unimproved, and one death. 

The chief strength of the opponents of operation 
lies in the argument that the operation per se is of 
great danger or in itself materially diminishes the pa- 
tient’s chances. If, as I believe to be the case, it can 
be fairly claimed that rapid reunion of all the soft struc- 
tures down to the dura mater itself can be confidently expect- 
ed; ifit can be shown, as it has been, that the most extensive 


partial reunion is asserted to occur in dogs by Dentan, Nannyn and Eichhorst, al- 
though $ chieferdecker obtained only negative results, the divided ends being united 
only by connective tissue (Schwalbe). 

Eichhorst and Nannyn found that in young dogs, whose spinal cord was divided, 
not excised, between the dorsal and lumbar regions, there was an anatomical and 
physiological regeneration to such an extent that voluntary movements could be ex- 


ecuted. Vanlain in the case of frogs, and Masins in dogs, found motility restored 
first, and sensation afterwards. 
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resections of the laminz do not greatly or permanently weaken 
the spine; if under antiseptic methods the risks of consecutive 
inflammation of cord or membranes are practically nil; if 
hemorrhage is not to be feared, and loss of cerebro-spinal fluid 
is unimportant ;' if it happens not so very infrequently that the 
cord is directly compressed by fragments of the lamine them- 
selves, or if not, that by removal of the arches relief from the 
anterior pressure is afforded ; if these are facts, or even reason- 
ably strong probabilities, it is evident the operation is one 
which should no longer be rejected onthe sole remaining ground 
that we cannot be certain in any given case as to the exact 
amount of damage which has been done to the tissues of the 
cord. The argument that if such damage were irreparable, 
operative interference would be useless, while if the cord re- 
tained the power of recovering itself the operation only added 
another complication, has lost nearly all its force. It would 
seem rather to be the duty of the surgeon after a reasonable 
and not very protracted delay to endeavor to relieve any pos- 
sible pressure, to remove any fragments or spiculz of bone, to 
drain thoroughly the canal or even the subdural space if there 
were any oozing and to’do so with the consciousness that if he 
meet with none of these conditions, he is at any rate not per- 
forming a necessarily fatal operation.’ 

2. As time went on the application of operative methods to 
the diseased conditions of the spinal cord and canal, other than 
those produced by injury or accident was naturally thought of. 

In the second group of cases which includes those of spinal 


1Dr. Herbert Burrell in a valuable paper read before the Massachusetts Medical 
Society, June, 1887, has recorded the results of immediate rectifications o the de- 
formity and fixation of the spine by means of a plaster jacket. He details sixteen 
cases, in which three died, three derived no benefit from the method, and ten were 
greatly benefitted. He arrives at the following conclusions: 


I. ‘hat in the immediate correction of the deformity and fixation with plaster of 
Paris jacket or other means, we have a rational method of treating a large number 
of cases of fractures of the spine. 


2. That considering the hopelessness of results in fracture of the spine when 
treated expectantly, almost any risk is justifiable. 

3. That the immediate correction of the deformity is imperative, if softening of 
the cord can and does occur from pressure at the end of forty-eight hours. 
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paralysis due to pressure by pus or by carious vertebra, we 
have some encouragement to operation held, out in the clinical 
facts:' (1). That there are very many examples of the relief of 
paralysis in spinal caries, after the pointing of a psoas or iliac 
abscess, or after the evacuation of pus by the side of the 
spine. It is scarcely worth while to give special instances of 
the truth of this statement. It is familiar to all who have seen 
many, cases of Pott’s disease. Of course in such instances the 
evacuation of the abscess when it is accessible, or the per- 
formance of Treves’s operation for the removal of the carious 
portion of the vertebrz is clearly indicated. (2) By the fact 
that the disease of the dura mater in Pott’s disease is limited 
to the site of the diseased vertebra. The change from an in- 
flammatogy to a normal area is an abrupt one. Dr. George 
R. Elliott in a valuable paper onthe Pressure Paralysis of 
Pott’s Disease (V. Y. Medical Journal, June 2, 1888) has fully 
developed this point, long ago advanced by others, in an argu- 
ment to sustain 'the theory that this paralysis is due chiefly, 
almost entirely, to pressure and not usually to grave changes 
in the cord itself. Some of his conclusions, sustained by au- 


4. That the suspension of the patient is only a means of rectifying the defoimity; 
that certain frac‘ure could be simply pressec into position while the patient lies 
prone or supine. 


The objections to the treatment are: 
1. That the expectant plan of treatment gives a small percentage of recoveries 


2. That there are, especially in the cervical region serious risks attending the sus- 
pension of a patient and the rectification of the deformity with a fractured spine—in 
the way of shock, collapse and death. 


3. That in attempting to relieve pressure on the cord, by rectifying the deformity, 
we might either sever the spinal cord or make pressure upon it. This is a matter of 
chance. 


My own belief regarding the status which the procedure should occupy in surgery 
is, that it will occasionally be a life-saving measure; that it should be applied under 
anzesthesia in all cases of fracture of the spine, which are not conclusively known to 
be irremediable; and that apart from the chance of recovery offered to the patient 
by this means, it wiil almost invariably make the patient more comfortable, in that 
he can be handled more easily. 


‘Lidell. Internat. Encyc. of Surgery, vol. iv., p. 786. 
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‘topsies in twenty-one cases, have a direct bearing upon the 
question and may be found subjoined.’ 

That these statements, at least in so far as they attributed 
the paralysis of Pott’s disease to an external pachymeningitis 
rather than to direct pressure from the bones themselves are 
not new ones, a few quotations will demonstrate. Hippocra- 
tes, writing of spinal cases, said : 


The palsy of the legs and arms, the wasting of the body, and the re- 
tention of urine happen chiefly in those cases where thereis no 
spinal deformity, nor any projecting bone forward or backward; and 
paralytic affeciions take place the least frequently in cases of gibbous 
or angular projections 


Mr. Percival Pott, writing in 1720 on “The Useless State of 
the Lower Limbs in Consequence of a Curvature of the Spine,” 
says: 


Since I had been particularly attentive to the disorder, I thought 
that [ had observed that neither the extent nor degree ot the curve 


.had in general produced any material difference in the symptoms, but 


that the smallest was, when perfectly formed, attended with the same 
consequences as the largest, and that the useless state of the limbs is 
by no means aconsequence of the altered figure of the spine, or of the 


‘It seems to him demonstrated: That we have present a simple mechanical pres- 
sure in the form of abscess products, thickened dura or bone; that the inflammatory 
process is invariably a limited one, the inflammation of the dura mater being restricted 
exactly to the site of the diseased vertebrz, exhibiting no tendency to extend in the 
membrane—nature’s medullary protection; that the medullary surface of t.e dura 
mater is almost invariably normal. It follows, then, that the pressure lesion is sim- 
ply mechanical, possessing no tendency to involve the spinal cord through any in- 
herent specific characters of the carious process—a bland mechanical lesion—aad 
the damage it inflicts commensurate with the pressure exerted. 

Experimental physiology gives no evidence of an inflammatory lesion following 
experimental compression of the cord. A careful examination of the path logical 
findings of reported cases reveals to us, in the light of recent pathological knowl- 
edge, but few instances where we have reason to believe the original lesion to have 
been inflammatory. These were cases where the process was virulent, leading to a 
perforation of the dura mater, thus allowing the purulent products to come in direct 
contact with the cord, giving rise to a lepto-meningitis. 

Finally, then, Dr. Elliot concludes, our researches have led us to the belief that 
the original lesion is, as a rule, non-inflammatory, an opinion supported by path- 
ology and experimental physiology, and corroborated by clinical manifestations. 
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disposition of the bones with regard to each other, but merely of the 
caries. 


Michaud, in 1871, completely elucidated the mechanism of 
this form of paralysis. (Swrla Meningite et la Myelite dans le 
mal vertebral.) 

Dr. Thomas Buzzard, reporting a case of Pott’s paraplegia 
(The Transactions of the Clinical Society of London, vol. 13, 
1880), says: 


The spinal cord was curved abruptly at an angle ot 125°, but the 
cavity in which it lay, although encroached upon to a certain very 
small extent by the thickening of tissue external to the dura mater, 
did not appear to be sufficiently narrowed to affect the calibre of the 
cord. There was no pinching or obvious compression, except what 
was due to the bending of the cord upon itself. The soft membranes, 
the surface of the cord, and the internal surface of the dura mater 
were entirely free from traces of inflammation. 


Gowers says (Diseases of the Nervous System, 1886, vol. 1, p. | 


169): 


The inflammation extends to the loose cellular and adipose tissue 
between the bone and the dura mater, and often to the dura mater it- 
self, the outer layer of which becomes irregularly thickened in the 
neighborhood of the disease. The inner surface of the dura mater is 
often normal when the outer surface is much changed. Inflammatory 
products, cheesy material, pus, etc , accumulate between the bone 
and the dura mater, and often in such quantity as to com- 
press the cord. Inflammation is frequently set up in the cord, but 
usually only when it is compressed. The damage to the spinal cord 
depends on the secondary consequences of the caries, and both its oc- 
currence and character are variable and uncertain. The mechanism 
of the damage is twotold—compression and inflammation. The me- 
chanism ot compression varies. The most frequent is the collection 
of inflammatory products outside the dura mater, and the thickening 
of this membrane. Less commonly the cord is compressed by the dis- 
placement of the bone, or by fragments of bone that are pushed into 
the canal. 
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On May g, 1883, Mr. William Macewen, in a case of com- 
plete sensory and motor paraplegia, with incontinence of 
urine and feces, and of two years duration, the result of angu- 
lar curvature of the spine, removed the laminz of the 5th, 6th, 
and 7th dorsal vertebrae. Between the theca and the bone he 
found a fibrous neoplasm one-eight ofan inch in thickness firmly 
attached to about two thirds of the circumference of the mem- 
branes; this was carefully dissected off; 24 hours later improve- 
ment began, and in 6 months the patient was able to walk. In 
5 years afterward he was attending school and joining in all 
the games including foot-ball. Mr. Macewen’s cases of para- 
plegia in Pott’s disease, included four others, .wo of which 
were successful, one of them being of the most aggravated 
character imaginable. ‘The connective tissue tumor was very 
dense, intimately adherent to the theca, and the cord beneath 
was shrunken, to half its dimensions, and lay like an inani- 
mate rod. Several laminz were removed, but at no time dur- 
ing the operation were there any distensile pulsations of this 
part of the cord. It was thought that there was no hope of 
the patient, a female, recovering from her paralysis, but she 
did so, walked a quarter of a mile eight months later, and 
now does house-work and enjoys life. A third case was also 
successful. The two fatal cases died, one a week afier the 
operation, the other eight months later, of general tuberculosis. 

Recently Mr. Horsley has operated upon a case of complete 
paralysis of all four limbs from caries of the 2nd and 3rd cervi- 
cal vertebrz, and reports the case as rapidly regaining power. 
The wound healed without the slightest complication. 

In December, 1888, I operated upon a paraplegic patient 
with Pott’s disease and angular curvature. The patient had 
grave visceral lesions which together with the shock of the op- 
eration caused his death. The case will be found fully re- 
ported in the last number of the ANNALS OF SURGERY. 

Dr. Robert Abbe, of New York, has recently (J/edica/ 
Record. February 9, 1889) reported a case which he describes 
as an extra-dural tumor of the spine, but, which seems to 
have been a case of caries of the dorsal vertebre followed by 
localized suppuration with inflammatory thickening and dessi- 
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cation of pus, rather than a tumor causing caries by pressure. 
In this case the spines and lamine of the 8th, gth, and 1oth 
dorsal vertebre were cut away by the rougeur and the mass , 
of dense tissue above the spine removed. The patient made a 
rapid recovery, regaining the ability to walk while pushing a 
chair. In another case of intractable brachial neuralgia the , 
laminz of the vertebre from the 5th cervical tothe 3rd dorsal 
were removed upon the right side, and the posterior roots of 
the 6th, 7th, and 8th cervical nerves were divided. The pa- 
tient made a quick recovery. 

Mr. Duncan has reported (Edinburgh Medical Journal, 
March, 188g) a case of paraplegia of nearly a year’s standing 
and due to Pott’s disease, relieved by the removal of the 
spines and lamine of the 4th, 5th, Sth, and 7th dorsal verte- 
bre. 

Mr. W. Arbuthnot Lane reports (British Medical Journal, 
April 20, 1889) a case of Pott’s disease with angular curvature 
in a child ext. 7'/, years. The curvature was about the middle 
of the dorsal region. For 11 months he had been paralysed. 
The spino us process and laminz of the fourth, fifth and sixth 
dorsal vertebre were removed with bone forceps. The body 
of the fifth appeared abnormally nearthe laminz of the ad- 
joining vertebre, and the cord seemed to have been forcibly 
compressed between those bony points. The wound healed 
under two dressings. A month later he was able to move both 
legs freely, and at the time the case was reported seemed on 
the road to recovery. 

The cases of Macewen give strong corroborative evidence in 
favor of the theory of extra-dural pressure rather than inter- 
stitial cord change as the cause of the paraplegia in these cases 
as does that of Horsley, the cord recovering there from the ef- 
fects of the pressure of the tumor, which had been exerted with 
sufficient firmness, and for so longa period, as almost to hemi- 
sect it. Duncan’s case and Horsley’s other case (of Pott’s 
paralysis) are also valuable evidence in the same direction. 

We thus have another small series of secondary operations, 
i. é., those for spinal caries performed during the era of scien- 
tific surgery, and including the ten operations of Horsley, 
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Macewen, White, Abbe, Duncan, and Lane, with three com- 
plete recoveries, four recoveries from the operation with ben- 
efit, and three deaths, one eight months after the operation, 
and from systemic disease. 

The evidence seems to be fairly conclusive that the cause of 
the paralysis in Pott’s disease is not, as a rule, a transverse 
myelitis or a hopeless degeneration, and is not due to the 
pressure of the carious or displaced vertebrz, but is in the ma- 
jority of cases the result of an external pachymeningitis 
which results in the formation of an extra-dural connective tis- 
sue tumor.’ 

This fact taken with the above clinical evidence at 
any rate seems sufficient to my mind to warrant the sug- 
gestion that in the future in all cases of paralysis from 
spinal caries, we should, after (Ist) evacuating pus when- 
ever it is accessible, and (2nd) having treated the 
patient by the extension process with a plaster jacket, proceed 
at once to a resection, if these prove unsuccessful after a fair 
trial. 

Resection of portions of the body of a vertebra has been 
performed in paralytic cases on the 6th and 7th cervical verte- 
bre by Podres (Russkaja Med. No. 19. 1886) with recovery ; 
on the dorsal vertebre by Bceckel with excellent results 


1In an admirable paper by Weir Mitchell on The Treatment of Pott’s Paralysis 
(The American Journal of Medicul Sciences, May, 1889), the following conclu- 
sions are reached : 

That suspension should be used early in Pott’s disease; that used with care it 
enables us slowly to lessen the curve; that in these cases there must be in some 
form a replacement of the crumbled tissues; that unless there is great loss of power, 
the use of the spine-car or chair, etc., of John K. Mitchel, enables suspension, es- 
pecially in children, to be combined with some exercise; that no case of Pott’s par- 
alysis ought to be considered desperate without its trial; that suspension has suc- 
ceeded after failures of other accepted methods; that the pull probnbly acts more 
or less directly on the cord itself, and that the gain is not explicable merely by ob- 
vious effects on the angular bony curve; that the well-known influence of exten- 
sion in Pott’s palsy makes it probable that in other forms of spinal disease, not due 
to caries, extension in various forms may be of value, as has apparently been of late 
made clear; that the methods of extension to be used in these and carious cases may 
be very various, only provided we get active extension; that the plan and the length 
of time of extension must be made to conform to the needs, endurance, and sensa- 
tion of the individual cases. 
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(Schmidt's Jahrbiicher, Phil. Med. Times, Sept. 8, 1883). James 
Israel, (Berliner Klin. Wochenschrift, March 6, 1882) resected 
the arch and body of the last dorsal vertebra for caries and 
spinal abscess. The patient died of coincident tubercular 
disease on the 37th day, the wound having almost entirely 
healed. Mr. Treves has formulated the operation as applied 
especially to the lumbar vertebrz or to the last dorsal, and 
has reported a successful case of removal of asequestrum from 
the body of the first lumbar vertebra. (British. Med. Journ. 
* Jan. 12, 1889). 

3. Passing now tothe third group of cases, and taking up the 
surgery of the neoplasms of the cord unassociated with trauma- 
tism or caries, we may very briefly review the history. In the 
50 cases of spinal tumor tabulated by Drs. Mills and Lloyd, 


and among 50 cases tabulated by Horsley, the two including 


practically all those of which we have any satisfactory 
knowledge from the surgical and pathological standpoints, no 
mention is made of operation in a single instance. 

In 1882 Mr. Byron Bramwell, of Edinburgh, in his work on 
“Diseases of the Spinal Cord” made the following important 
suggestion in regard to this subject : 


“The removal of extraemedullary tumors is not yet a recognized 
plan of treatment. This is partly owing to the uncertainty of diagno- 
sis, and partly to the serious nature of the operation. The difficulties 
in diagnosis are disappearing, and thanks to antiseptic surgery, we can 

*now conduct operations which were formerly unjustifiable. I would 
advise an operation in any case in which the symptoms were original, 
in which the diagnosis clearly indicated the presence of a tumor, in 
which there was no evidence of malignant disease, in which the exact 
position of the growth could be localized, and in which a vigorous an- 
ti-syphilitic treatment had failed to produce beneficial results.” 


Other neurologists, notably Mr. Gowers, expressed the same 
general views, but the strong prejudice existing among sur- 
geons against the operation of resection, and the uncertainty 
of diagnosis on the part of the neurologist combined to pre- 
vent operative interference in such cases, patient after pa- 
tient perishing without even an attempt at treatment. 
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In June, 1887, Mr. Victor Horsley operated upon a case, the 
symptoms of which had begun immediately after a severe 
traumatism in 1884, and were thought to indicate an intercos- 
tal neuralgia, localized beneath the lower part of the left scap- 
ula. For a long while the pain was the only marked symp- 
tom, but in February and March, 1887, there came on distinct 
loss of power in the legs, and by June the symptoms were 
those characteristic of a transverse lesion of the cord a little 
above the middle of the dorsal region. 


Mr. Horsley operated very much after the method employed many 
years previously by Gordon, McDonnell, Hutchison and others, tre- 
phining the lamina of the fifth vertebra after having first cut off the 
fourth, fifth and sixth dorsal spines. After the removal of the trephine 
button the rest of the laminz of the fourth, fifth and sixth dorsal verte- 
bree were then removed with the bone forceps and knife. The dura 
mater was opened but nothing abnormal was discovered. The 
third and seventh laminz were then removed, and finally the lamina 
of the second dorsal vertebra, disclosing an oval or almond shaped 
tumor which subsequently proved to be a fibro-myxoma. This was 
easily removed when the lateral column on that side was found to be 
so notched by pressure that the bottom of the groove nearly reached 
to the middle line of the cord. The patient made an excellent and 
fairly rapid recovery, and one year later was able to do a day’s work 
of 16 hours, including much standing and walking about. 


In July, 1888, Dr. John B. Deaver operated upon a patient of 
Dr. Hendrie Lloyd’s who had a swelling involving the left lat- 
eral region of the cervical spine which was thought to be a 
tumor extending outward from the spinal canal. She had pa- 
resis of the left arm, paralysis of the left leg, exaggerated re- 
flexes, etc. There were no paresthesie and no anesthesia. 


At the operation the laminz of the third and fourth cervical verte- 
bre were cut through, but nothing abnormal in the cord or membranes 
was found. The cord was explored with a needle. During the latter 
part of the operation the respiration altered and continued to be gasp- 
ing and irregular at intervals until her death, three days later. At the 
autopsy there was found an old extravasation of blood with advanced 
degeneration a short distance below the decussation of the pyramidal 
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tracts. Death was thought to be due to phrenic inhibition, the* 
result of the exploratory procedure. 


In October, 1888, I operated on a case of paraplegia thought 
to be due to focal spinal lesion, possibly to a tumor, in a pa- 
tient of Dr. F. X. Dercum. The case will be found reported 
in the June number of the ANNALS OF SURGERY. Although 
no tumor was found, the removal of peri-dural connective tis- 
sue which had undergone some thickening and the separation 
of sub-dural adhesions were followed by very marked im- 
provement in sensation and mobility, which improvement is 
still continuing. 

We may now consider the possible indications for opera- 
tion in this third group of cases, or those in which, fractures 
and dislocations having been excluded, there is reasonable 
ground for suspecting the existence ofa removable neoplasm ; 
Naturally, this group will, more than any other, try the diag- 
nostic powers of both surgeon and neurologist, and no broad 
view of the subject can be taken without a brief enumeration 
of the various sources of error. 

In approaching any case of paraplegia for the purpose of 
diagnosis it will usually be easy to exclude the first group of 
cases or those in which the paralysis depends upon fracture or 
dislocation. In such cases the history of traumatism, the 
rapid onset of the symptoms, the deformity which usually ex- 
ists, or at any rate the distinctly localized swelling and tender- 
ness will almost invariably lead at once to a correct diagnosis. 
The question which will remain in doubt will usually be that 
of the extent of damage done to the cord and the possibility 
of its taking on reparative action. As to this, the safest rule 
with which I am familiar is that which has been formulated by 
Lauenstein and already alluded to, namely, that if after the 
lapse of six or ten weeks there is incontinence of urine with 
cystitis or incontinence of faeces, and especially if there is also 
the development and spreading of bed-sores, but little is to be 
hoped for from the unaided efforts of nature. If, however 
these symptoms are absent, and if there be the least improve- 
ment in either sensation or motion, it may be justifiable for the 
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surgeon to delay operative interference still longer, though I 
am far from being certain as to this point. 

The second group of cases may also as a rule easily be rec- 
ognized by the history of caries and the existence of deform- 
ity. In this group the presence or absence of an abscess must, 
if possible, be carefully determined, as in some instances, pres- 
sure from pus alone has produced the characteristic paralysis, 
which was therefore unrelieved by the removal of portions of 
bone, while in others such purulent collections have existed as 
serious complications, only to be discovered at the autopsy. 
Arguments have already been advanced to show that the par- 
alysis of Pott’s disease is, as a rule, a pressure paralysis, dis- 
tinctly localized, and not attended with such degenerative 
change in the structure of the cord itself as necessarily renders 
the case hopeless. While there are exceptions to this rule, as 
will be seen in one of the cases reported by Dr. Dercum and 
myself, it may, nevertheless, I believe, be taken as a safe 
working hypothesis, which should encourage the surgeon to 
attempt to relieve pressure even after the long continuance of 
a complete paraplegia. The temperature of the patient which, 
during the existence of suppuration, or especially while acute 
changes are going on in the vertebral bodies, will probably be 
moderate'y elevated, the presence of coexistent tubercular dis- 
ease in other organs, the history of the same disease in parents 
or near relatives, together with the well-known and easily rec- 
ognized symptoms of spinal caries will make an error of diag- 
nosis in this class of cases well nigh impossible. 

It, however, we have to deal with acase of paraplegia 
which is distinctly not one of either of the foregoing varieties, 
the diagnosis will at once become much more difficult. A 
consideration of this subject will lead me upon ground prop- 
erly belonging to the neurologist, but I may perhaps be par- 
doned if I give a brief outline of the general diagnostic points 
which it will be necessary to bear in mind before deciding 
upon or rejecting operative interference. In the first place it 
will be requisite to determine whether the symptoms are due to 
pressure upon the cord or to inflammatory or other changes 
involving primarily the structure of the cord itself. If, ina 
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case of paraplegia, we have the history ofa very gradual onset 
beginning with pain and followed first by motor paralysis, and 
then by sensory paralysis; the symptoms being irregularly uni- 
lateral; the pain having first seemed to be neuralgic or rheu- 
matic and burning and shooting in character; if the pain and 
anzsthesia in the lower limbs ascend gradually from the soles 
of the feet towards the trunk; and if at the same time there is 
a constant dull ache ina distinct segment of the spinal column 
accompanied by a feeling of weakness at that point, 
much heightened by fatigue, we have a group of symptoms 
pointing strongly in the direction of a neoplasm. In addition, 
it would be found that at first the reflexes, both deep and su- 
perficial, were much exaggerated, becoming gradually lost as 
destruction of the cord with descending degeneration and 
wasting grew more marked, the abolition of the reflexes be- 
ginning as in the case of the pain and anesthesia in the plan- 
tar region and passing gradual.y upward. 

Later in the disease we have the development of spasms with 
clonus, most marked in the intra-dural cases. The same remark 
is true of the symptom of rigidity. Local nutrition is not us- 
ually impaired ; tenderness of the spine on percussion when it 
occurs in the dorsal region appears to be lower than the tumor 
producing it; in the cervical region, according to Horsley, 
this generalization does not seem to hold so closely. The 
feelings of stiffness and weakness will usually be found to cor- 
respond to the position ofthe tumor. Lateral curvature of the 
spine is a secondary result of the tonic spasm of the spinous 
muscles and therefore the concavity of the bend is onthe same 
side as the growth. The pupils are not affected except when 
the cord is pressed upon above the level of the second dorsal 
nerve. 

The age of the patient, judging from Mr. Horsley’s tables, 
throws but little light upon the diagnosis of tumor, as we find 
lipomata occurring at an average age of 2'/, years, sarcomata 
at 18 years, ecchinococcus at 34 years, tubercle at 39 years, 
scirrhus and myxoma at 48 and 53 years. These figures ap- 
ply to extra-dural growths. In the case of intra-dural growths 
we have tubercle at 18'/, years, myxoma at 43 years, fibroma 




















SURGERY OF THE SPINE. 3! 


at 44 years, sarcoma at 41, psammoma at 51 years. It will be 
seen, therefore, that while age may be of use in eliminating cer- 
tain forms of growth, as, for example, tubercle in intra-dural 
growths in persons beyond 30 years, it is of but little value in 
deciding the general question as to the presence or absence of 
a neoplasm. 

This sketch of the principal symptoms makes a tolerably 
distinct clinical picture, but one which is, nevertheless liable to 
great variation and therefore difficult to differentiate from that 
of certain conditions of the cord due to causes quite beyond 
the reach of operation. 

The chief of these, with the most obvious diagnostic points 
are as follows: 


Spinal Hemorrhage. Ilntra-medullary. Onset sudden; history of traumatism, 
or of disease associated with profound blood changes; symptoms bilateral; pain in 
back ; rapid disappearance of reflexes connected with the affected segment; spasms 
and rigidity and paralysis appear rapidly; girdle symptom; bed-sores; incontinence 
of faeces; retention of urine very early in case; rapid course; often fatal. 

Extra-medullary. Pains in limbs, spasms, etc., more marked; {paralysis super- 
venes more slowly; course of case much slower and much more favorable. 

Pachymeningitis Externa, from Caries. Common cause, caries of vertebrae; fam- 
ily history of phthisis, scrofula or tubercle; personal history fair; patient weak and 
feeble; usually history of injury also; onset slow; first symptoms often rigidity of 
spine, with tenderness on pressure or on tapping top of cranium, or on flexion or ro- 
tation; muscular palpitation and weakness rather than spasms or paralysis; irreg- 
ular hectic fever; characteristic deformity ; spinal abscess; bladder and rectum rarely 
affected; emaciation. 

Chronic Transverse Myelitis. Frequently a history of acute myelitis; slow in 
onset; bilateral; first symptom apt to be an impairment of motion, ranging from 
paresis to an absolute paralysis; increased reflexes; ankle clonus; rigidity common, 
but paresis, contractions, etc., more marked than paralysis; pain in back and girdle 
symptom common; anzesthesia and paresthesia proportionate to motor paralysis ; 
bladder and rectum not greatly involved; stow course. 

Primary Lateral Sclerosis; Spastic Paraplegia. Often attacks robust adults 
between 30 and 50; slow in its onset; bilateral; begins with a feeling of weight and 
weakness in lower limbs, preceded by a peculiar and characteristic gait; spasm 
chiefly of muscles of lower extremities; manipulation of those limbs throws them 
into tonic spasm; paralysis not very common early; paresis with rigidity are charac- 
teristic symptoms, together with arched spine during peculiar locomotion. 

Hypertrophic Cervical Meningitis. Symptoms affect chiefly the upper limbs 
with upper part of spine and thorax; bilateral; marked pain and rigidity involving 
all these regions; paralysis occurs in second stage, and affects first and Chiefly arms 
shoulders, etc.; no atiophy of lower extremities; no bed-sores; no bladder or rectal 
trouble. ° 
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These points may perhaps be better shown in the accom- 
panying table which, however, it must be remembered, is, like 
the foregoing remarks, intended simply to aid in giving com- 
pleteness to my consideration of the subject, and to present a 
sort of bird’s eye view of it to the practical surgeon, who will 
without doubt call a neurologist to his aid in the vast majority 
of these cases: 

Having decided in any given case that the symptoms are 
probably due to tumor, the interesting question, whether it is 
intra-medullary or extra-medullary will still remain to be 
settled. The best general guide will be found in the fact 
that the symptoms of intra-medullary growths are chiefly those 
of motor and sensory impairment, while the extra-medullary 
growths produce much more markedly irritative symptoms, as 
for example pain, spasms, etc. In the presence of a paralysis 
of gradual development, preceded by long-continued signs of 
nerve irritation, and with a distinct unilateral element, the 
transference of paralysis from one to the other limb having 
been effected slowly and after a considerable interval, the 
diagnosis of compression of the cord by some cause outside of 
its own structure would seem warranted. Aneurism might be 
excluded in the absence of the characteristic physical signs 
and of evidence of erosion of the spinal cclumn; gumma would 
be accompanied by a history of syphilis, would often be asso- 
ciated with other and recognizable specific lesions, and would 
possibly yield to the use of iodide of potassium ; a growth (cancer 
or tubercle) of the bodies of the vertebre themselves usually 
causes a perceptible deformity. By attention to the points which 
I have mentioned a reasonably correct opinion may be arrived 
at, but I would strongly advise that in no case shall the sur- 
geon undertake a spinal resection based on « diagnosis of tu- 
mor without having called to his aid a skilled neurologist and 
carefully studied the case with him. The same remark applies 
with even more force to the question of localization. The 
broad general principles, long applied in cases of traumatism, 
are of course equally applicable to tumors, but there are num- 
erous refinements of modern diagnosis which belong especially 
to the province of the neurologist and which are of vital import- 
ance in selecting’ the site of operation in cases of supposed 
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tumor. Horsley’s experience in the patient of Dr. Gowers is 
ample evidence of the unavoidable uncertainty as regards the 
particular vertebra or vertebre to be attacked, but there is 
every prospect that these diagnoses will become more and 
more scientifically exact in the near future. In the meanwhile I 
would reter the surgeon who desires carefully to study for 
himself this side of his cases to the articles referred to below.’ 

Having arrived at a conclusion and having decided that the 
probability is in favor of the existence of a tumor, and having 
also fixed upon its probable seat, the surgeon is confronted 
with the important question of the advisability of operation, and 
of its probable result; in other words, with the question of 
prognosis. 

All the evidence which we now have points to extraordinary 
reparative power on the part of a cord which has simply been 
suffering from compression and to an almost equally remark- 
able tolerance to operative interference. The material for 
finely differentiated prognoses can hardly yet be said to exist, 
but in a general way it is safe to say that the diagnosis of tu- 
mor (if it be non-malignant) carries with it a reasonably favor- 
able prognosis, which is strengthened if, in addition the tumor 
is thought to be extra-medullary. 

In conclusion I desire briefly to speak of the operation 
itself, which has been variously described as “ formidable,” 
“appalling,” ‘‘ well nigh impossible,” ‘desperate and blind,” 
and in other similar extravagant terms. In one case the pa- 
tient is said to have died upon the table from hemorrhage; in 
another the operation was abandoned on account of the sup- 
posed impossibility of its completion. It has not seemed to 
me that these descriptions are inthe least justifiable. The op- 
eration is, indeed, as was said by Dr. McDonnel, apt to be 


1Seguin on Localization of Spinal Lesions, Pepper's System of Medicine, vol. v. 
p. 77. Starr on the Localization of Functions of the Spinal Cord, 4m. Journ. of 
Neurologyand Psychiology, vol. iii, 1889. Gowers, Diseases of the Nervous System, 
vol. i, p. 142. Thorburn, 7he Medical Chronicle, April 1889, p.1, and The British 
Medical Journal, Dec. 22, 1888. Ranney, Zhe Applied Anatomy of the Nervous 
System, d. 355. Ross, Diseases of the Nervous System, p. 356. Charcot, Localiza- 
tion of Cerebral and Spinal Disease. Bramwell, Diseases of the Spinal Cord 
Mills and Lloyd, Pepper's System of Medicine, vol. v. 
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tedious and tiresome; but, so faras any major difficulties are 
concerned, it is not to be compared with many much better 
known, and much more frequently practiced, operative pro- 
cedures. I base this opinion both upon experiments on the 
cadaver, and upon my experience with two cases in which I 
have performed resection. It may be useful to give the de- 
tails of the method which seems to me to be preferable : 

The patient having been placed in the prone position and a 
gentle curve having been given the spine by means of a firm, 
small pillow placed under the lower ribs, a long incision should 
be made directly down to the tips of the spinous processes, the 
middle of the incision being opposite the supposed site of the 
tumor, the apex of the angle, or curve, if the case be one of 
Pott’s disease, or the deformity, or displacement, if the case 
be one of fracture or luxation. The muscles should then be 
freely separated from the sides of the spinous processes and 
the posterior surfaces of the laminz, the edge of a stout, thick- 
backed scalpel being used for this purpose. One side of the 
spine should be cleared and all hemorrhage arrested by the 
use of hemostatic forceps before the other side is approached, 
and the wound should be filled with sponges, or a towel wrung 
out of a hot antiseptic solution. This having been done the 
other side may be treated in the same manner. By the time 
the spine is thoroughly exposed on the second side most of 
the bleeding will have permanently stopped on the other; but 
any distinct spirts or free oozing following the removal of the 
catch forceps should then be permanently arrested by liga- 
ture, after which the periosteum may be reflected by making 
a firm incision through it along the angle between the spinous 
processes and the laminz, turning up its edge at this point 
with the help of dissecting forceps and then scraping the sur- 
faces of the vertebral arches with a curved periosteal elevator. 
This being completed the hemorrhage should be similarly ar- 
rested, and the periosteum reflected on the opposite side. 
Cline and Tyrrel used broad angular plates as retractors on 
each side; Gordon divided the attachment of the muscles to 
the articular processes, which, he said, gave plenty of room, as 
one end of each muscular bundle being separated from its at- 
tachment it retracted of itself and needed little holding back 
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with the fingers; Horsley divided the deep fascia at right 
angles to the line of the incision opposite its middle, in order 
to prevent its resisting a proper separation of the sides of the 
wound, and adds that it may be found necessary to divide this 
aponeurosis at more places than one. In my cases I found 
that retractors of moderate size, not large or clumsy enough 
to be in the way, were all that was needed to keep the mus- 
cular masses from interfering with the subsequent procedures. 
The next step, and one which greatly facilitates the remainder 
of the operation, consists in the division of the spinous pro- 
cesses close to their bases by means of large, strong bone for- 
ceps set at an obtuse angle. That was not done by most of 
the earlier operators, but certainly adds nothing to the severity 
of the operation while affording a much freer exposure of the 
laminz, which are the next parts to be attacked. In perfor- 
ating these Cline advised the use of a small crowned trephine 
to cut through the vertebral arches, if requisite, that is, if they 
were not already broken into more than two pieces. Tyrrel 
found Hey’s saw most convenient. In Gordon’s case one side 
of the arch was broken and the yellow ligament torn through, 
admitting the entrance of his finger so that he merely divided 
the other side of the arch with a pair of stout bone forceps; 
Lauenstein employed a chisel; Horsley returned to the use of 
the trephine, but says that if more than one arch is to be re- 
moved it will be better by means of an angular saw to cut 
partly through the laminz along the lines of the sides of the 
neural canal, and thenthe division of the bones can be com- 
pleted with the bone forceps. I have found that both the tre- 
phine and the saw are unnecessary, and that the lamine can 
be most expeditiously, and with equal safety, divided by the 
use of a pair of very strong bone forceps, either straight or 
having a large obtuse angle as may be preferred by the op- 
erator. The vertebra at the center of the incision should be 
selected, and the vertebral spaces above and _ below its lamina 
should be recognized with the tip of the finger. The points 
of the bone forceps should then be placed above and below 
its edges and the lamina cut through by successive short nips, 
the line of section being as close to the transverse processes 
as possible. This gives the greatest exposure of the cord and 
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canal, with the least risk of wounding the spinal nerves. It will 
be known when the section is complete by the easily recog- 
nized increased mobility of the vertebral segment which is 
being operated upon. The opposite side of the same vertebra 
is then attacked and treated in the same manner, after which 
the remaining ligamentous connections of the vertebra may be 
divided in the middle line by the same forceps, the final liga- 
mentous attachments being separated from the under surface 
of the arches with a knife or a pair of curved scissors. The 
anatomical circumstances which make this method of operating 
comparatively safe are as follows: 

The cord only partially fills the spinal canal and swings free 
in the arachnoid fluid, gravitating forward when the patient is 
in the prone or semi-prone position necessitated for the per- 
formance of this operation; it normally is held closer to the 
anterior than to the posterior wall of the canal by the anterior 
roots of the spinal nerves ; in cases of posterior curvature and 
in cases of fracture or luxation the inflammatory elements 
which are produced tend to be in excess in the space between 
the posterior surface of the dura and the wall of the canal 
thus lessening the risk of wounding either membranes or cord. 
A certain degree of risk of the accident must be admitted, but 
it is probably at least equal, whether the trephine, the saw or 
the forceps are employed and would seem to be distinctly 
greater if a chisel or gouge be used. 

Other laminz above and below the first one may then be 
even more rapidly removed in the same manner, and the dura 
mater exposed by incising in the middle line, or, better still, 
gently separating, with a curved director, the thin layer of fat 
which sometimes covers it. At this stage much danger has 
been predicted by the theoretical objectors to the operation 
on account of hemorrhage from the spinal plexus of veins and 
from the spinal arteries; as a matter of fact, however, in 
hardly any of the reported cases has this been alarming, and 
in nearly every instance it has been easily and permanently 
arrested by moderate pressure. At this point in the operation 
the appearance of the dura should be carefully noted, and the 
presence or absence of thickening of the connective tissue be- 
tween it and the posterior wall of the canal, or of thickening 
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of the membrane itself. Its color should also be noted, par- 
ticularly with the view of determining in cases of traumatism, 
whether it is or is not necessary to open it. If it be dark or 
purplish, from the presence of exuded blood beneath it, or 
yellowish from the presence of pus, it will, of course, be 
proper to incise it in order to empty and to explore the subdu- 
ral space. My own feeling is that in all cases in the future in 
which this operation is performed for supposed tumor, and the 
growth is not found lying upon or external to the dura that 
membrane should be freely and fearlessly opened for explora- 
tery purposes. The resulting escape of the cerebro-spinal 
fluid has been found to be merely one of the bug-bears of the 
subject and is certainly not to be weighed against the 
chance of terminating the operation without discovering a pos- 
sibly existent and relievable condition. If it is determined to 
open it it may be picked up in the median line and at the mid- 
dle of the incision with a pair of delicate-toothed forceps, 
nicked with a knife or the scissors and then divided either 
upon the director or with a pair of blunt pointed scissors to 
any required extent upward or downward. It can be easily 
and gently retracted to either side, so as to expose the whole 
posterior surface of the cord to both inspection and palpation, 
permitting the gentle insertion of the tip of the finger between 
its inner surface and the lateral aspect of the cord, and per- 
mitting, also, if need be, the investigation of the anterior and 
antero-lateral subdural spaces by means of a blunt curved in- 
strument, such as a pedicle needle or aneurismal needle. The 
inspection having been completed, the tumor having been re- 
moved, the pus or blood evacuated, or it having been deter- 
mined that no indication for further operative interference ex- 
ists, the incision in the dura should be stitched up with fine 
interrupted catgut sutures. These may be introduced very 
readily and speedily by means of a pair of staphyllorraphy 
needles, the one not in use being threaded by an assistant 
while each stitch is being put in place; the stitches should be 
inserted at intervals of about one-eighth to one-sixth of an 
inch, and when all are in place can be easily tied, the ends 
being cut off short. After this a small rubber drainage tube 
and a dozen strands of chromicised catgut should be laid 
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throughout the entire length of the wound; the muscles being 
then united above them by means of chromicised catgut 
sutures, after which the skin and aponeurosis are brought to- 
gether by silk or silver wire, as may be preferred. It is hardly 
necessary to say that the most rigid antiseptic precautions 
should be observed from first to last. 

Finally, I may briefly summarize the conclusions which seem 
to me warranted by this survey of the history of spinal operation 
from early times to the present day : 

ist. The objections urged against operative interference in 
spinal traumatisms were partly theoretical, hemorrhage, fre- 
quency of absolute destruction ofthe cord, pressure from inac- 
cessible fragments of bone, etc., and have been shown to be 
unsupported by clinical facts; and were largely due to a well- 
founded dread of a, the shock, in those cases operated on in pre- 
anesthetic times, and, J, consecutive inflammation, suppuration 
and pyzmia in pre-antiseptic periods. The later results, which 
now constitute our only safe basisfor generalization, are dis- 
tinctly encouraging and resections of portions of the vertebre, 
in fractures, possibly even in dislocations, should be recognized 
as an eminently proper operation and in suitable cases alto- 
gether warranted by the facts in our possession; and further 
such cases are by no means rare or exceptional. 

2nd. There can be still less doubt that the testimony of 
both pathologists and practical surgeons indicates that the 
cause of the paralysis of Pott’s disease is in many instances an 
extra-medullary ‘proliferation of connective tissue, assuming 
the density and proportions of a neoplasm, occupying the 
space between the dura and the anterior surface of the laminz, 
not apt to be associated with intra-medullary changes or with 
destructive degeneration of the cord, and very frequently re- 
movable by operation. 

3rd. Every case of focal spinal lesion, thought to depend on 
a tumor and not distinctly a malignant and generalized dis- 
ease, should be regarded as amenable to operative interference, 
no matter how marked the symptoms of pressure may be, nor 
how long continued. 

Ath. The method of extension as recently revived is well 
worthy of preliminary trial in the first two elasses and in ob- 
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scure cases thought to belong to the third class. It has not 
yet been tried in a sufficiently large number of cases to es- 
tablish its exact limitations, but it is unquestionably a thera- 
peutic measure of vast importance in spinal injury and 
disease. 

5th. It is customary and proper in deciding upon any serious 
surgical procedure, involving risk to life, to consider well the 
prospects of the patient in the event of non-interference, and to 
be largely influenced by them. Looked at in this light the sur- 
gery of the spine, as regards traumatisms, caries and neo- 
plasms may fairly be said to have a rapidly widening field, and 
to deserve more serious and careful consideration by practical 
surgeons than it has received for many years. 








ON DRAINAGE IN THE TREATMENT OF CERTAIN 
INJURIES AND DISEASES INVOLVING THE 
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TALS; LECTURER ON THE DISEASES AND DEFORMITIES OF THE ARTICULATIONS 
IN JEFFERSON MEDICAL COLLEGE. 


“ASE I.'\—George Chism, zt. 21, white, baggage agent and night 
ap workman on the P. R. R., fell on his way home, before day- 
light, from the elevated road, a distance of thirty feet. Was found by 
the police patrol and brought to the Presbyterian Hospital about six 
o’clock, Dec. 6, 1888. He was admitted in an unconscious condition, 
in a state of collapse. The shock was due partly to the fall and partly 
tohzemorrhage. ‘Temperature 97°, pulse 50, respiration 12. 

Hypodermatic injections of whisky, digitalis and atropia were im- 
mediately administered, and whisky and beef tea by the mouth as soon 
as deglutition was possible. Hot bottles and warm blankets were em- 
ployed externally. I saw the case at the request of Dr. Reed about 
five hours after the injury. The patient was still unconscious, but 
gradually reacting. 

The point of greatest external injury was situated about an inch 
over the right eye. The wound was jagged, bruised, torn and cut, 
and exhibited beneath it a depressed fracture of the sku], from which 
brain substance exuded. The area of depression was at least an inch 
square, and was comminuted. On removal of the fragments of the ex- 
ternal table, larger fragments of the internal table of a much greater 
circumference, and driven down upon and into the brain, were removed. 
The trephine was not used, but Hopkins’ rongeur came most happily 
in play in removing angular points and enlarging the opening. Having 
cleared away the fragments, a fissure was noticed in the front part of 


‘From notes by Dr. T. H. Hartswick, surgical interne Presbyterian Hospital. 
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the opening. This fissure was nearly a quarter of an inch wide at the 
point of injury and extended into the horizontal plate of the frontal 
bone. With the fore finger of my left hand I followed the course of 
the fissure, and traced it to the cribriform plate. In passing my finger 
along this tract, I did not dissect away the dura mater. It (the finger) 
followed along the course as if the soft structure had been torn away, 
either by the splitting of the skull, or the momentum of the injury. 


a 





Fic, I1.—PEREORATING THE ETHMOID BONE FOR DRAINAGE. 


Feeling satisfied that so extensive an injury would require drainage, 
and feeling that there was but one available outlet, I took a narrow chisel, 
and passing it through the right nostril, drilled through the cribriform 
plate, using my left fore finger within the skull as a guide. (See Fig. 1). 
I then passed a long probe into the nostril through the opening thus 
made, and bringing it out at the upper opening, attached a strong lig- 
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FIG, 2.—SECTION SHOWING THE COURSE 
OF THE DRAINs. 


A. Second tube introduced. 


B. First tube introduced. 


would carry these particles into 
the upper nares where they would 
dono harm. A second drainage 
tube, '/, in diameter, was then 
introduced which traversed the 
entire tract, and whose ends were 
secured by a connecting ligature. 
(See Figs. 2 and 3). 

The tract was then washed out 
with tepid distilled water that had 
been previously boiled. No mer- 
curic solution was used at any 
time, inasmuch as all the fluid 
injected passed from the upper 
nares into the pharynx and then 
involuntarily into the stoum- 
ach. The wound was then 
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= ature. To this I secured a piece 
of drainage tube */, inch in diame- 
ter and drew it, guided by my fin- 
ger, until its upper end rested on a 
level with the cribriform plate. As 
the drainage tube was being drawn 
through, my left fore finger was 
within the skull, elevating the 
brain and compelling the tube to 
pass between my finger and the 
bone. My reason for drawing the 
tube from above downward was 
that I was conscious of comminu- 
ting, to some extent, the cribri- 
form plate with the chisel I used 
in perforating it, and by drawing 
the tube downward I knew that I 





FiG. 3.—THE PoINTs OF PROTRUSION OF 
THE DRAINS, 
A and B. The drainage tubes. 








DRAINAGE IN TREATMENT OF DISEASES OF CRANIUM. 43 


gently approximated, dusted with iodoform and covered with pro- 
tective and mercuric gauze. Patient’s hands tied to prevent interter- 
ence with the dressings, and hyd. ch. m. '/, every two hours ordered. 
Later in the day the patient could be roused to give an intelligent 
monosyllabic answer, and toward evening, as he was becoming rest- 
less, potass. br. 3ss and morphia sulph. gr.'/, was administered. 
Evening temperature, 100.4°. 

Dec. 9. Patient is gradually regaining consciousness. Answers 
questions with but little hesitancy if thoroughly aroused, but seems 
generally dull, and at times relapses into an incoherent mumbling. 
Dressings removed down to protective, tract syringed out with tepid 
water, and directions given to dress daily and wash as above. 

Dec. 10. Entire wound dusted; wound has a healthy appearance ; 
no brain substance observed in the bottom of the wound. Morning 
temperature 100.4°; evening, 101.4°. 

Dec. 11. Mental condition so far improved that his restraints were 
withdrawn, and the relay of watchers suspended. As the result of this, 
the patient picked the larger drainage tube from his nose, giving asa 
reason that its presence gave him great pain. 

Dec. 13. Temperature normal, doing well. 

Dec. 18. The second drainage tube was withdrawn, and two 
strands of silk ligature substituted to keep the tract patulous a lit- 
tle longer. 

Dec. 19. Patient getting hungry, and a more liberal diet prescribed. 
Sleeps well. Has constant pain in the head, though not of a severe 
type. | 

Dec. 30. Wound is granulating and nearly closed. Hearing lost in 
left ear ; impaired vision in corresponding eye. 

Jan. 5. Silk ligature removed; dressings scarcely soiled by dis- 
charge. 

Feb. 2. External wound closed. 

REMARKS. ‘There was no other noticeable injury than that to the 
skull. Upon this exploded the entire vulnerating force. There was no 
other fracture throughout the body, no spraining or dislocation, no 
hemorrhage from the lungs, kidneys or rectum, and the greatest 
possible surprise meets us at the outset, viz., that the man was not 
instantly killed. 

The perforation of the ethmoid plate and drainage of the injured 
brain from the most dependent point seemed at the time to be indi- 
cated, and does not seem to have given rise to irritation. There was 
at no time a high temperature. On the fifth day it reached 101.4° F., 
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but fell to normal by the seventh day, and remained normal until com- 
plete recovery. 


SPECULATIONS. 


Thus far I have recorded facts, or at least have endeavored 
to. The case, as will be readily imagined, made a deep im- 
pression upon my mind, and has given rise to many and far 
reaching speculations. Some reader may ask “How did it,oc- 
cur to you to drill the ethmoid for drainage ?”’ My answer is, 
that with my forefinger within the skull, and resting upon the 
ethmoid plate, the drainage from the base of the brain at this 
point was the most natural procedure conceivable. I felt that 
at the worst it could only destroy a certain number of the 
olfactory filaments, and these I considered already lacerated 
from the ease with which I introduced my finger. I felt too 
that so extensive a brain lesion could only undergo repair by 
sloughing off dead elements, while the haemorrhage, serum 
and dissolving brain tissue, noticeable at the upper opening, 
could only be rendered innoxious by rapid removal. 

And now the question arises, may not the fortunate issue of 
this case be turned to a good account in certain other well 
known, but heretofore fatal lesions ? 

In Chism’s case the trephining over the left eye and eleva- 
tion of the bone was allI proposed to myself when I undertook 
his case. The introduction of the forefinger and exploration 
of the base of the brain from this quarter wasan afterthought ; 
what I now propose as a legitimate procedure is, exploratory 
trephining in cases like the following : 


“A little girl, et. 6 years, falling with a piece of slate pencil in her 
hand, it pierced her right eye-brow near the inner end and broke off. 
Admitted soon after into the Middlesex Hospital at 6 P. M., in May, 
1870, the house surgeon took out of the wound several splinters, com- 
posing as he thought the whole piece, covered the wound with a pad 
of lint and had the child placed in bed. Her general condition did not 
bestray the serious nature of theinjury. She slept quietly through the 
night, and next morning did not appear much worse for the accident. 
In the afternoon when I then first saw the child I detected with a 
probe another splinter of the pencil, and enlarging the little puncture, 
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exposed the piece of pencil tightly plugging a hole in the bone. 
Enough of this was cut away cautiously with a gouge to allow the 
pencil to be grasped with a forceps. It proved to be shattered, and 
splinters representing a cylinder three quarters of an inch long were re- 
moved. Intra-cranial inflammation (indicated by convulsions, de- 
lirium, a high temperature (103° F.) and rapid pulse) supervened. On 
the ninth day after the injury the temperature fell to 97.5° F. (the 
child had passed a quiet night and took her food better) and from that 
date it continued sub-normal or only slightly exceeded the normal 
average until the sixteenth day when it rose suddenly to 104° F. With 
this elevation of temperature there was associated restlessness, deli- 
rium, a flushed face, screaming, vomiting, convulsions and coma. Death 
occurred about twenty-four hours later. At the necropsy a large abscess 
was found in the frontal lobe of the right cerebral hemisphere. It en- 
closed a piece of pencil about one inch long, and it had evidently 
quite recently burst into the anterior bone of the lateral ventricle. It 
is a matter af regret that the trephine was not employed instead ot cut- 
ting away the bone around the pencil which had the affect of loosening 
the splinters, and contributed to the fatal mistake that the whole piece 
of pencil had been removed.'—I. W. H. 


The history of this case and its fatality has its counterpart 
in the experience of surgeons in every age. Nature does her 
best, affords every possible assistance to the surgeon, but is 
helpless against such fearful odds to avert a fatal issue; art 
dresses the wound with a dossil of lint, watches the case with 
sagacious indifference, and confirms its diagnosis with an au- 
topsy. Noclass of injuries are more inevitably fatal than pen- 
etrating wounds through the nares or orbit. Internal medica- 
tion is of no earthly value, and nothing but rational surgical 
treatment is likely everto save suchacase. Modern surgery has 
removed all danger and indecision from compound fractures 
of the extremities and penetrating wounds of the articulations. 
Why fear to adapt the same principles to analogous injuries 
and analogous tissues in others parts of the body. Ina simi- 
lar case to the one cited, and judging from the experience de- 
rived from Chism’s case, the most natural step to take would 
be to trephine above the orbit and then pass the finger to the 


‘Holmes and Hulke, Sys:em of Surgery, Vol. 1, p. 586. 
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point of injury, and /easn from the finger the state of affairs at 
the point of greatest danger; with the finger within the skull 
and touching the pencil, we have a guide to its extraction 
through the orbit, or, if it be necessary to enlarge the opening 
in the base of the skull, the finger within the skull and be- 
tween the brain and the bone would add to the safety and pre- 
cision of the chisel. Then too, it is only with a finger within 
the cranium that a drainage tube can possibly be adjusted. In 
Chism’s case the large drainage tube was drawn from the up- 
per opening along the course of my finger, which protected the 
brain from further injury in the passage of the tube, until its 
upper open extremity rested on a level with the cribriform 
plate. Such a procedure would have been impossible without 
the finger within the cranium. But there is a further iaterest in 
the case cited. It was evident to all concerned that there 
was a localized cerebral abscess induced by the injury. To 
reach and empty such an abscess would be a very simple mat- 
ter if attempted in the way already described; with a finger 
within the skull the exact point of skud/-fracture could be lo- 
cated. With the point of external injury known, we have the 
unerring path of the original vulnerating body, and a probe 
passed along it would evacuate the abscess. 

Another class of cases to which such a surgical procedure 
seemis eminently applicable is that very common, intractable 
and dangerous malady known as chronic middle ear disease. 
The fatal tendency of this disease has been handed down 
from generation to generation. Two modes of death equally 
appalling and inevitable, the one from septic absorption the 
other from meningitis and cerebral abscess, cut short the lives 
of many victims, otherwise healthy. To attempt to remove the 
disease by drilling the mastoid, has proved unsatisfactory. The 
entire disease cannot be removed. Now I have nothing to 
suggest that will throw light upon the treatment of this affec- 
tiou in its milder stages. But when symptoms of meningeal 
inflammation show the steady advance of the carious process, 
is there nothing that can be done to avert the early and inevit- 
able tendency of the disease? In such a case I cannot 
imagine a more rational and effective mode of procednre than 
that I employed in the case of Chism. Let a point be selected 
that will readily command the middle cerebral fossa, say 
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point an inch behind and an inch and a half above the exter- 
nal auditory meatus. In the use of the trephine the chief dif- 
ficulty will be to reach the dura without wounding the 
branches of the middle meningeal which are deeply channelled 
in the bone in this region. The dura reached, it can easily be 
elevated and the finger carried down along the roof of the 
petrous. The attachment, thickening and condition of the 
dura will indicate in some measure the progress of the inflam- 
mation, while the presence of recent lymph will betoken the 
presence and proximity of cerebral abscess. 

With the finger within the skull and resting upon the 
petrous, the chisel or drill may be made to puncture the mas- 
toid, and the entire carious mass can be approached with the 
utmost confidence and precision. If cerebral abscess is pres- 
ent the roof of the petrous can readily be pierced and through 
this the abscess drained. Should pus have found its way into 
the posterior cerebral fossa, following the course of the inter- 
nal auditory meatus, then the tentorium must be detached and 
an outlet established by free direct drainage ; whether the chisel 
used as a drill, or drill will do best work through the mastoid 
or external auditory meatus must be decided by the operator. 

There is a single accompaniment of fracture of the base of 
the skull from a fall upon the chin that I will refer to in this 
connection. A few instances have been recorded of death 
from cerebral abscess as the result of such injuries. In 
Holmes and Hulke is an account of the case of M. Chas- 
saignac whose patient lived five or six months with the right 
condyle driven into the cavity of the skull. The autopsy re- 
vealed the correctness of the diagnosis, and the cerebral ab- 
scess accounted for the pain and brain symptoms. 

Now in all the references I have made the history of the in- 
Jury or disease is clear, the symptoms unmistakable, the prognosis 
death, and yet not a finger raised to avert it. It may be urged 
that to trephine and insert the finger exploring the suspected 
area is a bold procedure. This is not true. There is no such 
thing as bold surgery at the present day. There is such a 
thing as reckless surgery, but even this cannot be condemned 
with greater severity or stricter justice than the sto/zd indiffer- 
ence with which the profession has for centuries witnessed the 
fatal issue in this class of cases. 
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 happenenoras an uninterrupted course of development, 

spondylitis of the dorsal or lumbar vertebrz which has 
terminated in angular deformity, possesses a twofold appearance 
as regards the pathological changes that have occurred in the 
spinal axis. First, the commonly observed antero-posterior 
yielding of the column at the point corresponding with the dis- 
eased vertebrae. Second, a certain amount of pathological ro- 
tation, or distortion, of the column, and alteration of the nor- 
mal relations between the column and the pelvis. It is the 
latter, or rotary, element of the deformity to which attention 
is invited in the following remarks. 

Distortion of this character is referred to by many writers 
on surgery, though ina sparing and somewhat casual manner. 
This feature of the general deformity of the trunk is commonly 
attributed to destructive tissue changes in the vertebral body, 
on its lateral more than on its anterior part. The lateral de- 
viation of the spine, which is explained in this manner, is said 
to be unattended by axial rotation in the column, this feature 
in spinal malposition being regarded as the sole characteristic 
of scoliosis, and in no manner belonging to the deformity of 
spondylitis. By some surgeons the distortion in the later 
stage of spondylitis is believed to have resulted from the as- 
sumption of certain postures by the patient in the effort to se- 
cure muscular fixation of the inflamed vertebre, when they 
have begun to suffer from disintegration. A few text books 


‘Read at the meeting of the N. Y. State Med. Soc., Feb. 5, 1889. 
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on surgery contain no reference to the matter of distortion in 
this connection, at- 
, ; 
tention being con- 
centrated on the oc- 
currence of angular 
b P ser dig 
deformity, as if it 
were the inevitable 
sequence of the pri- 
mary lesion. Distor- 
tion coexisting with 
angular deformity 
follows the same 
general direction as 
that in scoliosis, viz., 
rotation in the lum- 
bar curve being to- 
ward the left side. 
Its relative import- 
Fics. I AND 1’.—POSTERIOR AND 
ANTERIOR VIEWS OF THE TRUNK, 
SHOWING THE DISTORTION FROM 
OSTEITIS OF THE THIRD LUMBAR 
VERTEBRA. 
Although the patient, a male, zt. 
20 years, had indulged very actively 
in athletic games, the history of the 
case did not indicate the receipt of 
an especial injury of the spine. The 
more prominent symptoms were: 
Disturbance in nutrition—the pa- 
tient having fallen off in his weight 
15 pounds during the previous year; 
vertebral tenderness and pain in the 
lower lumbar region; a succession 
of attacks of painful spasm of the 
lumbar muscles, following lifting 
and flexion efforts; rigidity of the 
, lumbar muscles in the execution of 
ordinary movements of the trunk; 
inability to overcome malposture 
by a forcible muscular effort. Duration about one year. 
ance in the deformity of the trunk depends on the degree 
* 
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of angular projection that is associated with it. Consequently 
there are variations in the appearance of the distortion at 
different periods in the growth of the angular deformity, 
and also variations which depend on the position in the 
column of the vertebra which is the especial seat of the 
disease. For the purpose of illustration: If a _ series of 
cases could be arranged so as to show the progressive features 
of spondylitis, e. g., in the dorso-lumbar region, in persons of 
any age, excepting infants and those who have not acquired 
the ability to walk, it would be seen by following the develop- 
ment of the anguJar deformity inthe reverse order of its oc- 
currence, that as the angular deformity became a decreasing 
factor in the alterations of the spinal axis, the distortion would 
acquire relatively greater prominence. 

On reaching the stage of the disease anterior to the appear- 
ance of angular deformity, distortion alone would constitute 
the changes in the figure as the effect of the vertebral lesion. 
At that early period of the disease it would resemble a_ scoli- 
osis of slight degree, whose plane of primary rotation occupied 
the region of the column indicated. Variation of this type of 
distortion would take place, following the localization of the 
disease in a higher or lower part of the column; furthermore, 
the plane of primary rotation would be seen to correspond 
with the situation of the affected vertebra. 

The facts that I desire to emphasize are as follows: Patho- 
logical spinal rotation is always associated with the early stage 
of spondylitis in the regions that I have indicated. The ap- 
pearance of the distortion is varied by the position of the dis- 
eased vertebra. The distortion differs from that of scoliosis 
chiefly in the greater variety of its forms, and in the presence 
of phenomena of irritation, which may be referred to a verte- 
bral source. Malpositionof the trunk and changes in the 
spinal axis, in connection with early spondylitis, are vaguely 
described by surgical writers, as “peculiarity of attitude,” ‘“tem- 
porary lateral curvature,” “abnormal appearance of the spinal 
curves,” etc. On closer scrutiny these will be seen to consist, 
almost wholly, of distortion. When the disease has advanced 
to the stage indicated by angular deformity, the latter has the 
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characteristics of the 
earlier malposition 
mingled with it; and, 
as the antero-poste- 
rior changes ad- 
vance, the rotary de- 
viation becomes less 
conspicuous; _ but, 
notwithstanding this 
it contributes in no 
small degree to the 
general deformity of 
the trunk. 

Careful inspection 
of the posterior and 
anterior aspects of 





FIGs. 2 AND 2’.—ANTERIOR AND POSTERIOR VIEWS 
OF DISTORTION IN A CASE OF OSTEITIS OF THE 


SECOND LUMBAR VERTEBRA. 


Female, zt. 22 years. 
Duration about I year. 
No history showing re- 
ceipt of an injury. Pain 
referred to lower lumbar 
region, hips, thighs and 
lower part of abdomen. 
Rigidity of the right 
psoas muscle and also 
of the muscles through- 
out the lower half of the 
trunk. Vertebral ten 
derness was so great 
that the patient was un- 
able to ride or walk 
without exciting great 


pain and prostation. 





the trunk will show the distortion in early spondylitis to be 








52 RERNARD BARTOW. 


purely axial in character, 7. ¢., there are primary and compen- 
sating curves that are formed in much the same manner as in 
scoliosis. If it were generally the rule that the vertebral body 
should escape disintegration in ths natural progress of the dis- 
ease, the osteitis would then occasion spinal deviations that 
would conform in many respects to so-called rotary lateral 
curvature. Cases are occasionally seen which illustrate this 
statement; rotary lateral deformity has been observed to have 
followed an injury of the spine, and the occurrence of osteitis 
in a vertebra which, having been progressive over a long 
period of time, has 
not terminated in an- 
gular deformity, but 
has been character- 
ized by distortion, 
from beginning to 
end. Such cases 
simply illustrate the 
tendency which the 
deformity has to as- 
sume, the character- 
istics of spinal rota- 
tion when, underly- 
ing or following the 





lesion, there are not 
Fic, 3.—THE PATIENT SHOWN IN FiG.2 AFTER AN those specific quali- 
INTERVAL OF SIX WEEKS. ties which induce 

During the inteval the distortion had been overcome 
by treatment—bringing into view a slight angular de- : 
formity which had been obscured by the distortion. ges in and destroy 


degenerative chan- 


the weight-bearing 
function of, the vertebra. ’ 

I have laid stress upon this matter of axial rotation chiefly 
because its presence in the distortion of spondylitis has been 
disputed by many surgical writers, and, also, because the dis- 
tinction between early spondylitis and scoliosis has been made 
to rest on the absence, in the former, of this peculiar quality 
in the distortion. 

By referring to the accompanying illustrations from photo- 
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graphs of cases of spondylitis in its early stage, it may seem 
at a glance that the distortion possesses those characteristics 
of axial rotation which may be observed in scoliosis, and which 
are usually ascribed to scoliosis alone. In addition to the 
presence of distortion in these cases there were, briefly, the 
rational signs of osteitis or epiphysitis, evinced by tenderness 
of a vertebral body to concussion and pressure, rigidity of the 
spine from reflex and voluntary muscular contraction, and irri- 
tation of those spinal nerves which emerged from their foram- 
ina in near relation to the focus of disease. There was the 





FIG. 4.—DISTORTION ATTENDING OSTEITIS IN THE REGION OF THE TWELFTH 
DORSAL AND FIRST LUMBAR VERTEBRA. 

In a female patient, «et. I9 years. The disease followed the receipt of a severe 
spinal injury, by falling from a height of twelve feet, striking the back upon the 
ground. Duration nine months. Pain referred to the dorso-lumbar and lower ab- 
dominal regions. Moderate rigidity of spinal muscles, and also of the right psoas. 
Painful spasm of the lumbar muscles had occurred a number of times durlng the 
development of the disease. 


presumption of a tuberculous origin of the dise&se in a large 
proportion of the number, notwithstanding the fact that trau- 
matism appeared to have been an exciting agent quite fre- 
quently. In a few instances, however, traumatism alone 
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seemed to be responsible for the origin and progress of the 


disease. 


The accompanying illustrations show, quite accurately, the 
varying appearance which the distortion assumes, by reason of 





FIGs. 5 AND 5’.—DISTORTION PRESENTED 
IN A CASE WHERE THERE WERE EVI- 
DENCES OF EPIPHYSITIS IN THE 
TWELFTH DORSAL VERTEBRA. 


In the patient,a boy zt. 8 years, the 
duration of the disease was about six 
months; at intervals during the latter half 
of that period there had been three parox- 
ysms of painful spasm of the lumbar mus- 
cles following bending movements of the 
spine. No history pointing to traumatism. 
Family history of tuberculosis. Pain was 
referred to the dorso-lumbar and abdomi- 
nal regions. Well-marked rigidity of the 
lower dorsal and lumbar vertebre 
during the execution of ordinary move- 
ments. 


its plane of primary rota- 
tion having a position at 
the same height in the 
column as that of the ir- 
ritative lesion. A num- 
ber of patients in whom 
the disease is similarly 
situated, as regards the 
vertebra that is especially 
involved, may present dis- 
tortion of different de- 
grees of severity, but the 
close relation between 
the type of distortion and 
the site of the disease will 





be always preserved. When these changes in the spinal axis 
are associated with phenomena of irritation, of the kind that 
has been alluded to, they may be regarded as possessing a di- 
agnostic value, as significant of the early stage of spondylitis 
as angular deformity in the advanced stage. 
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This deformity in the early stage of spondylitis especially 
resembles scoliosis, when it has been slow in development and 
has excited irritation of a slight degree only. ‘It is this class 

G of cases in which the 
mistake of regarding 
the disease as sco- 
liosis is most fre- 
quently made. By 
close observation of 
the forms of irrita- 
tion associated with 
distortion, its verte- 
bral source may, as 
a rule, be easily de- 
termined. This is 
especially the case 
when it is mani- 
fested through the 
spinal nerves in 





Fics.6 AND 6’.—DISTORTION DUE 
TO EPIPHYSITIS IN THE ELEv- 
ENTH DORSAL VERTEBRA. 


A girl, et. 7 years. Duration 
about six months. No history of 
traumatism. Development of symp- 
toms of irritation and spinal weak- 
ness, followed an attack of measles. 
Pain referred to the back and the 
abdomen, and to the course of the 
spinal nerves. Emerging, at the 
vertebra indicated. Pain excited by 
slight concussion passing through 
the vertebral axis, flexion movements 
of the spine, and by digital pressure 
upon the spinous process of the 
eleventh dorsal vertebra. 





close proximity to the disease. A mild galvanic current 
passed through these nerves often serves to indicate accurate- 
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ly the part of the column from which irritation emanates, when, 
otherwise, its expression would be feeble and obscure as point- 
ing to its origin. When there has been a short period of lat- 
ency of the disease—notably in cases where a severe injury 
has preceded its development—the distortion is not defined 
quite as clearly, but, owing to the prominence of the fact ofa 
traumatism, and the more pronounced manner in which irrita- 
tion is generally manifested, the disease is less liable to be 
overlooked, or its character wrongly interpreted in its early 
stage. A slight degree of distortion may be easily ascer- 
tained to be present in a patient by viewing the trunk in pro- 
file against a dark background. Spinal deviation having first 
been determined in this manner, the rotation in the several re- 
gions and also of the pelvis will be more clearly appreciated; 
the anterior aspect of the trunk often presents better evidences 
of distortion than the back. By directing patients to extend 
the arms upward—in this manner elevating the scapulea—a 
greater extent of the contour of the thorax is exposed, permit- 
ting a more accurate estimate to be made of the degree of dis- 
tortion that is present. 

I have been unable to learn that the phenomenon of spinal 
distortion has been especially referred to by surgical writers in 
a manner, as stated in the foregoing remarks, to indicate that it 
is always present in the early stage of spondylitis. In this 
connection a few writers make mention of the matter as an 
event of occasional or transient occurrence, but its presence 
or significance is only vaguely alluded to at best. Those 
symptoms of the early stage, which are more plainly express- 
ive of irritation, have received the greatest share of attention, 
but. as a rule, these are not actually very conspicuous until the 
disease has made a considerable amount of progress. 

The arrangement of the latter signs, so as to fairly represent 
an average case at an early period of its development, will 
therefore tend to magnify them, so that they will quite as often 
indicate the advanced stage of the disease. To rely wholly 
on the symytoms of irritation for determining the existence 
of incipient disease in a vertebra is, without doubt, a frequent 
cause of oversight in diagnosis of the disease prior to the de- 
velopment of angular deformity. By giving a prominent place 
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to the phenomenon of spinal distortion in the symptomatol- 
ogy of early spondylitis, we would become possessed at once 

. ot a landmark around which the more obscure signs of irrita- 
tion, such as usually characterize that stage of the disease, so 
that they could be intelligently arranged and assigned to their 
proper source. 

The recognition of the 
disease in this early stage 
will enable the surgeon, by 
the prompt employment of 
restraining measures, to 
prevent the development 
of angular deformity. The 
loss of this opportunity, 
though but slight angular 
deformity may have re- 
sulted, imposes a three-fold 
greater amount of time 
upon the period of treat- 
ment necessary for the ar- 





rest of the disease. In ad- 


Fics. 7 AND 7’. — DISTORTION 
WITH OSTEITIS OF THE TENTH 
DORSAL VERTEBRA. 

In a male patient, «et. 21 years, 
the duration of the symptoms of 
irritation had been about four 
months; shortly before they made 
their appearance the patient 
strained his spine severely while 
lifting a heavy weight. Pain was 
referred to the back, abdomen, 
and course of the spinal nerves, 
in the region indicated. Pain 
felt in the affected vertebra follow 
ing slight concussion or flexion 
movements of the spine. Muscu- 
lar stiffness quite anparent in the 
movements of the trunk. 





dition, there will be a moderate increase of deformity during 
that time, despite the most perfect spinal restraint that can 
be enforced. 
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Fics. 8 AND 8’—POSTERIOR AND ANTERIOR VIEWS OF THF 
DISTORTION WITH OSTEITIS IN THE NINTH DORSAL 
VERTEBRA, 

In a male patient, zt. 4o years, the duration of the dis- 
ease had been about one year. No history pointing to 
the receipt of a traumatism prior to the development of 
the signs of irritation. . Concussion tenderness of the 
vertebra unusuaily well 
marked. Pain referred to 
the back, and to the spinal 
nerves corresponding with 
the affected vertebra. Ab- 
dominal pain constantly 
felt, and frequently devel- 
oping into paroxysms re- 
sembling gastralgia. Spi- 
nal rigidity present in 
marked degree in the re- 
gion of the affected bone. 
Patient had been obliged 
to maintain the recumbent 
position during a part of 
each day, for a period of 
six months preceding. 


The rationale of 
the relation of pa- 
thological spinal 
rotation to spondy- 
litis does not seem 
difficult of explan- 
ation, in view of 
what is known of 
some of the uses 
that are made of 
normal spinal rota- 
tion. During the 
standing or sitting 
position the spinal 
muscles may be 
temporarily rested 
when an _ attitude 
is assumed in 
which vertebral ro- 
tation is the prin- 
cipal factor. In 





this physiological position the weight that each vertebra then 
sustains rests obliquely upon it, being directed toward one side 
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of the vertebral body and upon the articular process of the 
same side. Whena vertebral body, or one of its epiphyses, is 
in a state of inflammation this position is adopted for the pur- 
pose of minimizing pressure upon it from the weight of the su- 
perincumbent parts. The rotary movement is adapted to the 
especial wants ofthe affected vertebra, giving rise to what has 
been designated, in this connection, as the plane of primary ro- 
tation. Voluntary and reflex contraction in the spinal mus- 
cles tend to immobilize the region of the spine in which the 
disease is situated; and, by adapted contraction, this assumed 
attitude becomes a malposition through inability of the patient 
to restore the spinal curves to their place in the median line. 
Degenerative changes ensuing in the inflamed vertebral tis- 
sues impose a new course upon the spinal deviation, but, not- 
withstanding this, the earlier distortion is only partially ef- 
faced. 

The resemblance of the distortion in early spondylitis to 
scoliosis, and the explanation that has been offered of its mode 
of occurrence, leads naturally to an inquiry regarding the ori- 
gin of distortion in scoliosis, possessing, as the latter does, so 
many similar features, but for whose existence a vertebral le- 
sion has not been deemed necessary, by a large number of 
writers on the subject. Accepting the theory that scoliosis 
depends on a modified form of rachitis, the occurrence of 
distortion may be accounted for by a condition somewhat sim- 
ilar to that assigned as its cause in spondylitis, viz., vertebral 
irritation. That the rachitic disorder excites irritation in the 
epiphyseal and periosteal tissues is easily demonstrated by 
making slight pressure upon the swollen epiphyses, ¢. g., in 
the femur, tibia or radius. It is a reasonable inference to sup- 
pose that the epiphyseal cartilages in the vertebra would also 
be irritated by pressure, exerted upon them by the weight 
which they sustain during the maintenance of the erect posi- 
tion. Under those circumstances spinal rotation would be the 
posture naturally assumed to relieve the vertebra, in part, of 
direct pressure. The effect of pressure directed upon the ver- 
tebral bodies, in this manner, would induce the characteristic 
wedge-shaped alteration, as the result of their impaired resist- 
ance, in the same manner that analogous changes are induced 
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FIGS. 9 AND 9’.—POSTEKIOR AND ANTERIOR VIEWS 
OF DIsTpRTION FROM EPIPHYSITIS IN REGION OF 
THE SIXTH DORSAL VERTEBRA. 


A boy, et. 15 years. No history of a spinal injury. 
Symptoms of irritation confined chiefly to the course 
and distribution of the corresponding spinal nerves. 
Pre-sure and concussion tenderness manifested in the 
region of the vertebra indicated. 


power to_ restore 
the spinal curves to 
their median posi- 
tion, owing to al- 
teration in the form 
of the vertebral 
bodies, and adap- 
tative shortening 
of those 
whose points of 
origin and_inser- 
tion have become 
approximated from 
the habitual main- 
of this 


muscles 


tenance 
posture. 


in the epiphyses of 
the long bones from 
similar causes. View- 
ed in this light, the 
lounging, drooping 
attitudes, so univer- 
sally observed in 
scoliotic subjects, 
are simply the ex- 
pressions of verte- 
bral _ sensitiveness, 
which those patients 
try to diminish by 
adopting a position 
that affords them a 


certain amount of 


relief. The distor- 
tion has become 
confirmed when the 


patient has lost the 
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As regards the method of treatment to be employed in the 
early stage of spondylitis, whatever plan is adopted, it should 
embody those measures by which the inflamed bone will be 
protected from the effects of pressure and movement, incident 
to functional use, in the same degree that has been deemed 
essential in the advanced stage of the disease. The distortion 
in this stage is such as to admit of entire correction, inasmuch 
as it depends only on muscular contraction and gravity. It 
has been previously stated that the patient is unable to over- 
come the distortion by 
any effort of his muscles 
that he is able to exert. 
Another feature of the 
distortion is its reluct- 
ance to yield, except in 
slight degree, to exten- 
sion force that is rapidly 
applied while the patient 
is in the erect position, 
e. g., by head and axillary 
suspension. Extension 
of the spine of this char- 





acter is firmly resisted by 
reflex muscular contrac- 


Fic. 10.—-DISTORTION IN OSTEITIS OF THE 
FOURTH DORSAL VERTEBRA. 


tion, sufficient to oppose 
all reasonable efforts to 
; > ati 20 years. Juratio 
make the spinal curves A female patient, at. 20 years 1 iration 
t ‘ he; about one year. No injury of the spine had 
etnies : " “4 
retrogress into their me been received. Family history of tuberculosis. 
dian position, Pain referred to the distrrbution of the corre- 
I have repeatedly ap- sponding spinal nerves. Reflex irritations indi- 
‘ te . cated by nausea, palpitations, and attacks re- 
plied the plaster of Paris “> "7 Miu’ Pal 
4 sembling petit mal. 
jacket in these cases, 
while the patient has been completely suspended, but have 
never succeeded, by these means, in removing more than a 
small proportion of the distortion. 
From the effect of recumbency to remove all pressure from 
the vertebra, it becomes one of the most efficient measures 
that can be employed for the correction of spinal disto?tion. 


Of itself, however, it is not sufficient unless it is maintained so 
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thoroughly, and for such a prolonged period of time, as to be 
next to unbearable by the patient; its employment, therefore, 
as an exclusive method of treatment, is not generally practica- 
ble or desirable. In making use of the recumbent position as 
an adjuvant in the orthopcedic treatment of distortion, it is im- 
portant to supplement its action by measures such as will re- 
duce the period of confinement to the minimum of time, and, 
at the same time secure itsadvantages when the patient shall 
have resumed the erect position. Methods of treatment in the 
early stage of spondylitis which impose spinal fixation by 
means of rigid supports or “jackets,” formed upon the body of 
the patient while he is suspended, do not fulfil the indications 
for treatment, as regards the correction of distortion. For rea- 
sons already stated, an appliance of that character, at the 
time of its application, maintains a large proportion of the dis- 
tortion in a manner to render it unchangeable during the con- 
tinuance of such support; furthermore, it exerts no influence 
for the removal of distortion by its modifying effect on the 
morbid process in the vertebra. Repeated suspension and re- 
application of the “jacket” will not accomplish the desired cor- 
rection of malposition, for the reason that the previous fixation 
of the spine in a faulty position for a long period of time has 
contributed still further to establish the distortion and induce 
greater resistance to its removal by suspension than excited 
in the first instance. If by these methods the progress of the 
disease is restrained and angular deformity prevented, there 
will be a residue of permanent distortion following the subsid- 
ence of the morbid process; this is not only unnecessary de- 
formity, but it is also a menace to the health of the patient 
from possessing the conditions for further progress, under fa- 
voring circumstances, as rotary lateral deviation. 

To meet these defects in this commonly employed method 
of treatment, in the early stage of spondylitis, I have modified 
the shape of the supporting jacket so as to cause it to exert a 
correcting effect also upon the distortion. Instead, therefore, 
of making a jacket that accurately fits the distorted figure, the 
latter is secured in one that corresponds tothe form of the 
trunk when the spine isin its normal median position. Such an 
appliance cannot be readily obtained by moulding the mate- 
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rial of which it is composed upon the body of the patient, and 
then by removing the jacket, and while it still retains its plas- 
tic qualities, changing its form by manipulation, so as to effect 
the correction of the distortion. This, which at first glance 
would appear to be an ideal method of making a jacket that 








FIG. 11.—-PLASTER OF PARIS CAST PLACED IN A FRAME FOR MAKING THE 
LEATHER JACKET. 
Shows the leather jacket formed on‘the cast by means of arope placed in tightly 
drawn strands around the leather while the cast 1s turned in the frame. 


would conform to the normal form of the patient’s body, is im- 
practicable, by reason of the intricate nature of the changes 
that occur from the distortion. The difficulty is more easily 
and perfectly overcome through the medium ofa plaster of 
Paris cast of the patient’s figure 
jacket fora mould. The cast thus made may be subjected to 





using the plaster of Paris 
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a process of modelling, with a view of reversing the rotary de- 
viations to an extent such as will make the shape of the cast, 
when they are corrected, correspond to that of the patient, 
with the spine in the normal erect position. 

Upon this straightened cast the “jacket” may be formed, 
from some material having the requisite pliability when soft- 
ened to be easily moulded into the desired shape, and which 
will also possess, when it has become hard, a proper amount 
of resistance to restrain the spine in that position whtich the 
jacket tends to cause it, gradually, to adopt. In the matter of 
material from which to make the jacket, my preference thus 
far is for leather, suchas is used for making machinery belting. 
A piece of the proper size is thoroughly soaked in warm _ wa- 
ter and wrapped around the cast being made to lap in front, a 
distance of eight inches, after the manner of a double-breasted 
coat. The leather is forced to take the shape of the cast by 
winding a strong rope tightly around it—having the strands lie 
close to one another throughout the whole extent of the form; 
if necessary the rope must be hammered down firmly upon the 
leather, as each successive strand is drawn around, and finally, 
it may be thoroughly moistened to cause it to force the leather 
with still greater power upon the cast. 

These manipulations may more conveniently be performed 
by having the cast rest ina frame by means of a strong stick 
of wood pussed longitudinally through it at the time of mak- 
ing the cast. The whole may then be turned by a handle, af- 
ter the manner of a winch—the rope being held meanwhile so 
as to be drawn about the leather with a considerable degree of 
tension. (See Fig. 11.) The rope having been unwound, the 
edge of the outside lap of leather is nailed through to the cast, 
and, the leather having been perforated freely with a No. 12 
punch, the whole is placed over a heater, or in the sun, to dry. 
When sufficiently dry the nails are withdrawn from the leather 
jacket which has thus been formed, and it is sprung off from 
the cast; the edges are then to be properly trimmed, the inner 
surface made thin by sandpaper, and several coats of shellac 
applied outside and inside to make it water-proof. Four 
strong webbing straps encircling the jacket are fastened to it 
at equal distances apart. In fastening it upon the patient by 








SPINAL DISTORTION IN SPONDYLITIS 65 


these means, the lapping of the leather permits of a slight 
amount of gliding movement that in the adjustment of the 
jacket secures uniform support. 

The straight-jacket having been placed upon the patient, he 
is made to assume the recumbent position before it is tight- 
ened. »In this manner the effect of spinal extension induced 
by recumbency is secured to the patient when he resumes the 
standing or sitting position. (See Fig. 12). 





Fic. 12.—FINISHED LEATHER STRAIGHT-JACKET APPLIED TO PATIENT. 


Represents Fig. 2 shortly after the first application of the jacket. Correction of 
a large proportion of the distortion is shown by the improved position of the pa- 
tient when standing. 


As the straight-jacket offers no resistance to the replace- 
ment of parts that have deviated, there will be a slight amount 
of correction of the rotation induced by each repetition of this 
operation. It frequently happens that the distortion is wholly 
removed during the first ten days following the application of 
the jacket—the patient's spine being then supported in the po- 
sition of normal erection. 

The subsequent management of the matter consists chiefly 
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of fixation of the affected region of the column, in the manner 
indicated, pending the subsidence of the inflammatory pro- 
cess. 

This method of treating spinal distortion may be employed 
with successful results in scoliosis of a slight or moderate de- 
gree. In this connection, however, spinal support maust be 
used conjointly with special exercises, massage, electricity, 
etc., designed to restore muscular tone and vigor, in order that 
following a period of spinal restraint in the normal position, 
the natural supporting structures may successfully resume 
their functions on the withdrawal of artificial aids. 

By these means it is possible to avoid recourse to the suc- 
cessive application of the plaster of Paris jacket for attaining 
the same end. Should the leather straight-jacket tend to lose 
its shape after having been worn for a time, it may easily be 
restored to its original shape by softening it in warm water 
and moulding it again upon the plaster of Paris cast. Its cor- 
rective force may thus be exerted continuously while the 
jacket is being worn—this being a feature of especial value in 
certain cases in which the rotary deviations are overcome only 
slowly and after a prolonged period of treatment. 





—————— 
. 
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NOTES ON SURGICAL QUESTIONS DISCUSSED AT THE PARIS 
CONGRESS ON TUBERCULOSIS. 


The proceedings at the recent Congress for the study of tuberculosis 
at Paris, concerned chiefly questions of heredity and the modes of 
propagation of that disease. Some papers on the surgical aspects of 
tuberculosis may claim notice. In tuberculosis of the foot in children, 
Redard recommended scraping the fungous granulations, scooping out 
of the diseased bone, and employment or the actual cautery in prefer- 
ence to extensive resections. Strict antiseptic precautions should be 
exercised and after the second day he employed prolonged local 
antiseptic baths. Returns of the disease are treated in the same 
fashion and generally three or four operations of this kind suffice. 
Verneuil supported his views and laid stress on the necessity in cases 
where sinuses exist of rendering the parts thoroughly antiseptic before 
operation. 

Arloing returned again to the question of the identity or non-identity 
of scrofula and tuberculosis. His previous experiments with the 
inoculation of strumous glands on guinea pigs and rabbits had led him 
to the conclusion that the virus respectively producing these diseases 
might be distinct, this being based on the assumption that strumous 
glands produced tuberculosis in guinea pigs, but had no effect on 
rabbits. In a series of subsequent and more extended experiments 
he obtained the same results as F. Eve (see British Med. /Jour., vol. 
1, 1888, p. 788), viz., that in many cases strumous glands when 
inoculated produced tuberculosis in rabbits as well as in guinea pigs, 
and hence he came to the same conclusion as the writer named— 
that there is no proof that the virus of adenitis_is due to any other 
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bacillus than that of Koch; further that it was impossible clinically to 
distinguish between the innocuous and the more virulent forms of 
strumous gland disease. An extensive series of experiments on tuber- 
culous disease of bones gave practically the same results, rabbits being 
affected in some cases and not in others. The subsequent history of 
seventeen cases operated upun showed that the best results were 
obtained from those cases in which the morbid products were innoc- 
uous to rabbits and therefore less malignant. 

Four cases of scrofulous or tuberculous lesions of the skin furnished 
by comparative experiment the diagnosis of scrofula (that is to say 
rabbits remained unaffected, guinea pigs took the disease), although 
certain of the patients had their lungs affected. This fact would 
appear to show that comparative experiment only furnishes a test of 
the virulence of the local lesion from which the material is obtained. 

Lannelongue communicated three cases of peri-hepatic abscess in 
children due to hepatic tuberculosis. In each case the abscess was 
opened and rib resected, but death took place in all, in two cases the 
cause being pleurisy. 

As the result of an extended series of observations founded on the 
autopsy of 93 infants, Babes made an important communication on 
the micro-organisms associated with tuberculosis in infants. In the 
majority of cases the micro-organisms of suppuration were present with 
the tubercle bacillus of Koch. In ulcerative diseases of the mucous 
membranes with tuberculous foci sapro-genic bacilli were present ; 
while in tuberculous pneumonia, pleurisy, peritonitis and: tubercular 
meningitis. one finds micro-organisms which have the power of pro- 
ducing these maladies. The author concludes that tubercular lesions 
open the door to the entrance of other micro-organisms which aggra- 
vate the tuberculous process and the state of the general malady and 
are often the cause of septic and pyemic phenomena together with 
apparent parenchymatous degenerations of the organs of infants. 

F. S. Eve. 
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ON THE DIAGNOSIS OF PANCREATIC DISEASE IN ITS BEAR- 
ING ON THE SURGERY OF THE LIVER. 


The recent advances in abdominal surgery render every point of 
diagnostic import valuable, and thus all cases bearing upon points of 
diagnosis are noteworthy at the present time. The occurrence of 
clay-colored stools is usually accredited to some form of biliary ob- 
struction, but that there may be other causes of these stools is ren- 
dered probable by a consideration of two cases read before the Royal 
Medical and Chirurgical Society of London on March 26, 1889, by T. 
J. Walker, M.D., of Peterborough. In these cases absence of color 
in the foeces was persistent and there was no jaundice. At the ne- 
cropsy a healthy condition of the bile ducts was discovered, but the 
pancreatic duct was obstructed. Dr. Walker concluded from his 
cases that the formation of the coloring matter of the faeces depended 
on the mutual reaction of the bile and pancreatic fluid under the influ- 
ences met with in the intestinal tract ; also that in disease a deficiency 
of pancreatic fluid would, equally with a deficiency of bile, cause the 
pathological clay-colored stools, and lastly, that as (in his opinion) the 
coloring matter of the feeces could not be produced without the aid of 
the pancreas, that organ must bear an important part in regulating 
what proportion of the bile entering the intestines shall be absorbed 
and what thrown off in the foeces. Further reports of cases such as 
these would be extremely interesting; at the same time the greatest 
care should be taken that no extraneous cause of pressure on the 
common bile duct should be overlooked. 

A case reported by Dr. Herringham before the Medical Society 
of London on April 30, 1888, bears on this point. In this case a man, 
eet. 63 years, was seized with violent pain in the abdomen and rigors, 
becoming jaundiced after ten days. The liver was enlarged and the 
gall-bladder could be felt as a rounded tumor reaching to the umbili- 
cus. A diagnosis was made of obstruction of the bile duct by a gall 


stone. Subsequently cholecystotomy was performed by Mr. C.B Keet- 
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ley. At the necropsy cancer of the head of the pancreas was found 
and the common bile duct was in a perfectly healthy condition. 

It will be noticed that in Dr. Walker’s cases there was no jaundice. 
while in Dr. Herringham’s case it was present, and clearly also biliary 
obstruction. From all these cases it would appear that the condition 
of the pancreas may be of importance in arriving at a correct diag- 
nosis in a case of biliary obstruction or in a case presenting the symp- 
tom of clay-colored stools. The diagnosis of impacted gall-stones is, 
in the light of these cases, rendered more difficult. A therapeutic 
point of interest also arises, namely, that the beneficial action of mer- 
cury in biliary affections may be due more to its action on the pan- 
creas than by its directly stimulating the secretion of the liver. 

Pancreatic cysts may cause the same symptoms as were observed in 
Dr. Herringham’s case. To assist diagnosis it is well to bear in mind 
the other symptoms of pancreatic disease. ‘Too much stress is not to 
be laid on the presence of undigested fats in the feces. There is 
generally evidence of undigested nitrogenous matters as well. 

Other symptoms are pain of a burning character at the epigastrium, 
sick-headache, vomiting, anorexia, emaciation, sallowness or even 
bronzing of the skin and cedema of the feet. 

Not untrequently diabetes has been observed and diarrhoea may oc- 
cur from excess of pancreatic secretion. Pancreatic cysts, according 
to Prof. Kiister, when they form appreciable tumors, may be mistaken 
for hydatid cysts of the liver, mesentery or kidneys, lymphatic cysts 
or aneurisms of the aorta or its branches. In womien they may easily 
be mistaken for ovarian cysts unless the direction of growth is clearly 
noted. Minkowski states that great assistance can be derived in diag- 
nosing cysts of the pancreas by observing the changes in position 
which result from distending the stomach with carbonic acid by ad- 
ministering bicarbonate of soda and tartaric acid and by means of fill- 
ing the large intestine with water. Under these circumstances a cyst 
of the pancreas behaves almost exactly like a tumor of the kidney, 
from which, however, it may be diagnosed by the symptoms men- 
tioned above and by special symptoms referred to the kidney. 

The fluid from a pancreatic cyst if sufficient quantity is obtained by 
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aspiration will be found to exhibit strong power of digestion. The 
absence of hooklets will serve to distinguish it from the fluid of an 
hydatid cyst. The significance of persistent clay-colored stools as a 
symptom of liver disease is undoubtedly modified by a consideration 
of Dr. Walker’s cases, and the presence or absence of jaundice con- 
comitantly with this symptom should be carefully looked for. The 
clay-colored stools apparently owe their color, not entirely to the ab- 
sence of pigment, but largely to the presence of unabsorbed fats. In 
healthy persons from 6 to 10% of the ingested fats are found in the 
foeces, and in cases of biliary obstruction from 52 to 78% (Miiller). 
The pancreatic juice acts upon the fats, but not sufficiently to render 
them absorbable without the presence of bile. On the other hand in 
pancreatic obstruction the fats lack the action of the pancreatic fluid, 
and if Dr. Walker be right in his contention that the pancreatic secre- 
tion is the efficient cause in the production of hydrobilirubin, the 
stools will be equally as in biliary obstruction, clay-colored, both from 


excess of fat and absence of pigment. H. CAMPBELL Pope. 





STUDIES IN ACTINOMYCOSIS.! 


The cases of human actinomycosis are as yet so limited that Dr. 
Baracz, up to December, 1887, has only been able to collect 107 re- 
corded cases. He reports the three following cases : 

Case I. Male, et. 30 years,cab-driver, states that in December, 
1886, he suffered from toothache during several weeks, and that he 
went to a dentist and had the painful tooth extracted. Soon after 
he noticed a slowly growing painful tumor on the face, corresponding 
to the place from which the tooth had been removed. This tumor 
interfered with the motions of the jaw. 

The patient was seen by the author on January 9, 1887. Examina- 


tion of the mouth showed that all the remaining lower molar teeth on 


'Transmisssbility of Actinomycosis from Man to Man, by Dr. ROMAN v. BARACz 
(Lemberg). Wiener Medizinische Presse, No. 1, 1889. 

Actinomycosis of the Base of the Skull. By Dr. NAsse (Berlin). Deutsche Med- 
izinische Wochenschrift, No. 5, 1889. 
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the left side were carious ; also his right lower molars. The left lower 
incisors and premolars are wanting. In the upper jaw there are only 
six healthy teeth ; all that remains of the others are carious roots. 

On the skin covering the left lower jaw, between the angle and the 
border of the same, there is a walnut-sized tumor, the surface of 
which is soft and reddened. The borders of the tumor are hard, and 
it is not movable on the bone. The teeth can only be separated 1 cm. 

The unusual seat of the abscess, the occupation of the patient and 
the gradual growth of the tumor pointed toward actinomycosis. The 
patient does not sleep in the stable, his horses are healthy, and he does 
not come in contact with other animals. Near his stables are some 
cow sheds, but the cows are“perfectly healthy. 

The swelling was incised at the fluctuating point, and the contents 
were a little pus mingled with sputum and a large number of hard 
yellowish masses about the size of poppy seeds. The wound was 
washed out with 5% carbolic and packed with iodoform gauze. Micro- 
scopical examination of the yellow masses showed typical actinomy- 
cosis fungi. The wound healed perfectly, and patient was not seen 
again till March, 1888, when he was in perfect health and showed no 
signs of a return of the disease. 

CasE II. Female, et. 23 years, the betrothed of the first pa- 
tient, was seen on July 17, 1887. Three weeks previously a small 
painful tumor had furmed on the gums, and opened itself spontane- 
ously ; nevertheless the face had remained swollen. Under the skin 
corresponding to the middle of the alveolar process of the lower jaw 
is an abscess about the size of a walnut, which seems to be divided 
into two parts by a septum. The skin over the_abscess is reddened. 
On the lower jaw, within the mouth, is a tumor about the size of an 
egg, and it seems intimately connected with the bone. The first three 
left lower molar teeth are carious ; the two lower right molars are also 
in the same condition. In the upper jaw the left canine, the two 
right incisors and the second molar are in the same condition. 

The abscess was opened and a little serous fluid escaped, min- 
gled with numerous yellow poppy-seed-like masses. The wound 


was washed out with 5% carbolic and packed with iodoform gauze 
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The patient would not permit a radical operation. Microscop- 
ical examination showed typical actinomycosis fungi. The patient 
was not seen for a month, and the tumor connecting with the ab- 
scess was smaller, but the inflammatory conditions around the ab- 
scess were unchanged. Abscess was washed out with 5% carcboil 
and dressed with iodoform. The patient was told to return in three 
days, but was not seen till July 28 of the following year, when she pre- 
sented an indrawn scar in the middle of the alveolar process. Above 
the scar and to its outer side, a small hard flat tumor about the size of 
a walnut can be felt through the skin. The scar is not movable over 
the tumor, which is perfectly painless; there is an enlarged lymphatic 
gland under the jaw. Patient complains that since cicatrization of 
the abscess her face swells every morning, but that the swelling disap- 
pears in a few hours. Patient was given Burrows’ solution (plumbi 
acet., 70; alum. crud., 40; aq., 600), to be applied during the night. 
She was told to return in one week. When seen again the swelling 
over the bone was much smaller, and the indurated lymphatic had en- 
tirely disappeared, as well as the swelling of the cheek. 

The patient was not seen again for six weeks. On examination of 
the place where the abscess had been, there was only a small hard- 
ened irregularity of the bone. Patient then had an alveolar abscess 
over left upper molar, but refused to have the abscess opened. Pa- 
tient was seen on December 31, and appeared perfectly well. 

The etiology of the first case is not clear as to the manner in which 
the fungi entered the organism—if in the food, or by the instrument 
used in the extraction of the teeth. The first of the two ways is the 
most probable. As for the method of invasion in the second case, it 
was communicated directly by kissing, as the patient herself was the 
first to suggest. 

Dr. Baracz calls attention to his second case, stating that it is the 
only one on record where actinomycosis has been ‘transmitted from 
man to man by the mouth. 

Cask III. Woman, et. 30 years, wife of a railroad employe. 
The patient had a dental fistula ten years ago, which healed perfectly 


after the removal of the offending tooth, leaving only a small scar on the” 
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right cheek. Four weeks ago there appeared over the scar a small 
bluish-red spot, which was accompanied by much swelling of the 
cheek and some inability to open the mouth. The swelling increased 
for some days, and the mouth could only be opened $ cm. A dentist 
removed the roots of the lower molar teeth on the right side, where- 
upon the swelling of the cheek began to diminish, but an abscess 
formed around the old cicatrix. The patient was seen by Dr. Baracz 
on August 29,1888. There was a small abscess in the cellular tissue 
of the right cheek, about the middle of the right lower alveola process. 
The skin over it was reddened, thined, and fluctuated. No thickening 
of the alveolar process. The patient had quite a growth of hair on 
the cheek, and epilated or shavad regularly. She refused to have the 
abscess opened that day. 

Two days later the patient was seen again, when the abscess was 
opened and scraped with a sharp spoon. The contents were a mu- 
coid fluid and several yellowish poppy-seed-like masses. The abscess 
cavity was washed out with 5% carbolic and packed with iodoform 
gauze. 

The wound healed in one week, leaving only a small scar. Micro- 
scopical examination of the small bodies showed typical actinomy- 
cosis. 

The patient was seen three months later, and was in perfect health. 

The patient lived in a healthy part of the city, never came in con- 
tact with cattle, never visited any stables, but opposite her dwelling 
was a hay loft and stable. The author gives three hypotheses for the 
mode of invasion in this case : 

First. Owing to the nearness of the stable and the number of flies, 
the germs might have been carried by one of the latter, and as the 
patient epilated often and the epidermis often removed over the old 
scar by this process—and deposited in that place and found a suitable 
place for proliferation. 

Second. That the fungi might have entered the mouth, as opposite 
the patient’s dwelling there was a hay loft and the rooms were venti- 
lated daily. In this case the fungi must have lodged in one of the 
carious roots which were removed at the time of the beginning of the 
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abscess and penetrated through the lymph channels into the cellular 
tissue of the cheek. 

Third. That the fungi might have been brought to the scar in rain 
water with which the patient washed herself daily, and which rain 
water was collected in a tub in the yard. 

The etiology of this case is not perfectly clear. 

These three cases belong to the group of mild cases which have 
been described by Heller, Kapper and others. 

In this connection the case of actinomycosis of the base of the 
skull reported by Dr. Nasse, at a meeting of the Berlin Med- 
ical Society, January 23, 1889, with specimens, is of. interest 
The patient, zt. 19 years, peasant, complained in August, 1888, 
of pain in the mouth, which pain did not disappear after the 
removal of the carious teeth which were thought to be its cause. 
Gradually there was swelling of the cheek and parietal region, and 
after a time an abscess formed, and was opened. It healed, leaving a 
fistula. Little by little small abscesses formed and were opened, but 
all left suppurating fistule. On November 30, 1888, the patient en- 
tered the hospital. At that time he had a hard tense swelling, extend- 
ing from the beginning of the left temporal muscle downwards below 
the lower jaw. In front of the sterno-mastoid muscle was an abscess 
about the size of a walnut., Teeth healthy. Patient had fever and 
severe headache. In the beginning of December the abscess of the 
neck was opened and scraped out, and actinomycosis lumps were 
found. After the operation the fever still continued and the wound 
suppurated. Then a swelling of the right temporal and facial region 
appeared. Inashort time an abscess formed under the eye, at the 
internal angle of the right orbit, which when opened was found to con- 
tain some actinomycosis granules. Two days later a profuse purulent 
discharge escaped from the right nostril,and two days later, December 
18, the patient died. 

Post mortem examination proved the diagnosis of actinomycosis. 
There was extensive suppuration of the whole base of the skull and 
suppurative meningitis. F. C. Husson. 
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I. Pyo-Stercoral Fistula Cured by Enterorrhaphy. By 
Prof. TRELAT (Paris). A pyo-stercoral fistula is a more or less irreg- 
ular channel running between the intestine and the external surface of 
the body, and giving passage to pus and fecal matter or to pus alone. 
It is to be distinguished from a fecal fistula or an artificial anus by 
the presence of a suppurating cavity between the intestine and the 
external opening. 

Pyo-stercoral fistulae are rare. The chief causes, in order of fre- 
quency, are iliac abscess, perityphlitis, abscesses with escape of in- 
testinal worms, periuterine inflammations and perinephritic abscesses. 
The intestinal perforation generally occurs before the skin is perfor 
ated. From a clinical point of view these fistulz are distinguished by 
their slow formation and long duration, and also by the fact that from 
time to time they appear to be perfectly healed, only, however, to 
break down again in no long time. When death occurs it is generally 
from retention, hectic, etc. Peritonitis is rare as a cause of death. 

As regards treatment, the only method which offers a certain chance 
of cure is suture of the intestinal opening, but unfortunately this can- 
not be practiced in those cases where there is more than one fistulous 
passage into the intestine, and where the intestine itself is so bound 
down by adhesions that it cannot be freed. These secondary fistulous 
tracts are generally the result of treatment; naturally there is as a rule 
only one tract. In those cases where enterorrhaphy cannot be per- 
formed M. Trélat recommends Verneuil’s treatment, viz., to lay the 
abscess cavity open and cauterize freely in the hope that the ensuing 
cicatricial changes may so mend matters that enterrorhaphy may event- 
ually be performed. Failure of the suture is inevitable unless the in- 


testine can be entirely freed from adhesions. 
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Umbilical pyo-stercoral fistulz and those resulting from perinterine 
inflammations are the most difficult to treat satisfactorily; the former 
on account of the long and often complicated track of the fistula, the 


latter from the presence of extensive adhesions. 
J. ANDERSON SMITH (LONDON). 


II. Acute Stricture of the Ileo-Czcal Valve. By Percy 
PoTtreR (London). Female child, et. 5, obstruction for a week. 
Abdomen flattened and specially tender over right iliac region. Left 
decubitus with thighs flexed. Temperature not raised. Vomiting per- 
sistent, not fecal. Laparotomy. Nothing found except distention of 
small intestines and collapse of large. Death six hours afterwards. 
Necropsy, seventeen hours after death: The intestines being removed 
and filled with water, it was found that the ileo-czecal valve was im- 
pervious, even to fluid. The lower few inches of the ileum were the 
seat of enteritis ; flakes of inflammatory lymph had agglutinated the 
edges of the valve to such an extent that close inspection discovered 
only a pin hole opening, through which water could percolate drop by 
drop. No foreign body in the vermiform appendix, nor anything 
found in the intestines likely to have caused inflammation of the mu- 


cous membrane.—Brit. Med. Jour., Nov. 10, 1888, p. 1045. 
C. B. Keetrtey (London). 


III. Case of Ileo-colic Invagination; Spontaneous Elim- 
ination of Gangrenous Bowel; Recovery. By Dr. OsTuLo- 
wicz (Buczacz, Austrian Poland). A boy, et 13, when climbing up a 
tree, suddenly felt a violent pain about his right iliac region, shortly 
followed by bloody stools. By the end of two weeks (during which 
he remained in bed, suffering from colics and bloody diarrhoea) he 
noticed a tumor about the said region. A week later he passed with 
stools a piece of dead bowel, 20 cent. long, consisting of the whole 
cecum with its appendix and an invaginated portion of the ileum 
with a fragment of the mesentery. The boy made a good, though 
rather slow, recovery and remained apparently well for a minute, until 
he met with another accident, namely, he happened one day to drive 


a carriage with two horses; the latter took fright ; when trying to stop 
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the animals; he suddenly felt a severe pain about the right hypo- 
chondrium. After a twelve months’ illness he died, the cause seem- 
ingly being foecal extravasation.— Wiadomosci Lekarskie, Oct., 1888. 


VALERIUS IDELSON (Berne). 


IV. On Perforation of the Vermiform Appendix in its 
Relation with Attacks of Peri-typhlitis. By JoHN A. Mac- 
DOUGALL, M.D., F.R.C.S. (London). In this paper Dr. Macdougall 
discusses the various causes of perityphlitis, mentioning chill, indiges- 
tion and muscular exertion, and most important, the presence of con- 
cretions and foreign bodies in the appendix. A very great many of 
the cases of perityphlitis are due to perforation of a foreign body, and 
he thinks in no small number of these nature, through adverse circum- 
stances, fails to form a protective barrier of lymph, and a general and 
rapidly fatal peritonitis develops. He then points out what symptoms 
may aid the medical man in judging when perforation has taken place. 
Pain is very important; for although it occurs in perityphlitis and is 
at times severe, yet it is not so sudden in its onset nor so agonizingly 
acute as in perforation. It is often fixed at a distance from the tone 
spot; at times being referred to the umbilicus or epigastrium. Vom- 
iting is often present, but not continuous. The temperature, although 
in peri typhlitis ranging between 1o1° and 103° or 104°, rarely exceeds 
ro1° when perforation has taken place. The rapid formation of an 
iliac tumor would also be suggestive. Given, then, a case in which 
with a previous history of recurrent iliac pain there is an attack of 
intense pain in the abdomen, having, it may be, close association with 
the taking of food, attended by vomiting, and probably rigor, with 
very early tenderness on pressure in the cecal region, and a sense of 
resistance with modified dulness on percussion, with comparatively lit- 
tle febrile reaction, and with the formation of a distinct and very ten- 
der tumor in the iliac fossa, what is the wisest plan to follow? The 
difficulty lies in the uncertainty of diagnosis. If the attacks began 
with collapse and signs of general peritonitis, the rule would be to 
wait until the patient had rallied a bit and then to open the abdomen. 
General peritonitis appears from the second to the fourth day. Of 
course any fluctuation in the tumor or evidence of pus by aspiration 








H 
¥ 
% 


. 
ae 
‘ 

















ABDOMEN. 79 


would at once decide. Most of these cases perish during the first 
week, so that action to be of use must be ready. Fifty favor opera. 
tion on the third day, but Dr. Macdougall would not operate quite so 
early, believing that a day or two more gives time for adhesions to 
form, and thus enhance the success of the operation. When early 
operation is decided on a median incision is the best, supplemented, if 
necessary, by an opening in the iliac region. The disease can also 
well be reached by a free incision similar to trying the common iliac 
artery. Dr. Macdougall, in concluding, predicts that here, as else- 
where in surgery, the percentage of success in operative interference 
will grow larger as our skill in diagnosis improves. Lancet, Sept. 29, 
1888. 


V. Onthe Diagnostic Value of ‘‘Ballooning of the Rec- 
tum’’ in Cases of Stricture of the Bowel. By Txos. Bryant, 
F.R.C.S. (London). Mr. Bryant attaches great importance to bal- 
looning of the rectum in cases of stricture beyond the reach of the 
surgeon’s finger. In the normal condition the walls of the 
rectum are in contact. When stricture exists, the surgeon finds that 
after his finger has passed the sphincter it enters a cavity—the rectum 
which is “ballooned.” The finger can move about quite freely, and the 
walls can only be felt when searched for. Mr. Bryant has never found 
this condition to be present in other cases than those of stricture. He 
believes the “ ballooning to be brought about primarily by atrophy of 
the muscular walls due to the absence of peristaltic movement owing 
to the stricture ; secondarily to the distension of the atrophied bowel 
by retained flatus. It is probable, however, that in some cases at any 
rate, there is no flatus to aid the distension. It is not present in all 
cases of stricture, especially those of rapid development. Mr. Bryant 
states that it has many times enabled him to confirm a doubtful diag- 
nosis, or to make one in which much doubt has existed previously.— 


Lancet, January 5, 1889. 


VI. Sigmoid Colotomy as a Method of Treatment in 
Rectal Carcinoma. By T. F. Cnavasse (Birmingham). The 


indications for sigmoid colotomy in rectal carcinoma are: 1. When 
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great pain exists during the act of defecation, or when urgent tenes- 
mus‘is constant. 2. For obstruction due to narrowing of the calibre 
of the bowel by the growth of the neoplasm. 3. For the relief of 
recto - vesical or recto - vaginal fistula. Mr. Chavasse performs 
the operation in the usual way. He passes a thin piece of silver wire 
through the two outer coats, about the middle of the protruded bowel 
as a guide for the second part of the operation. The advantages he 
claims for the operation are: 1. It is readily performed. 2. Tne 
patient can dress the wound himself. 3. The patient is able to lie on 
his back without discomfort. 4. Four or five inches more of the 
colon are left to perform its duties. 5. Being nearer the seat of 
the disease the operator is able, if necessary, to ascertain the precise 
limits of the growth. 6. The wound in the soft parts being small and 
superficial readily heals. Mr. Chavasse also states that he has never 
seen prolapse in the inguinal operation. There is no doubt that 
prolapse is far more common in this operation than in the lumbar 
method. Mr. Herbert Allingham says that the amount depends very 
much on the length of the sigmoid mesentery. With regard to making 
a spur, Mr. Chavasse would do so if the obstruction were not com- 
plete, but not if the obstruction were complete. Now Mr. Herbert 
Allingham maintains that the latter are just the cases where a spur 
should be made, as the feeces get into the cul-de-sac and set up ulcera- 
tion and other troubles. When the obstruction is incomplete they 
can be washed away by syringing through the wound and annus. Also 
when the bowel is distended, the operation is more likely to be followed 
by peritonitis owing to the difficulty of fixing it to the abdominal wall, 
and it is also much easier in such cases to perform the lumbar opera- 
tion.— Lancet, 5, 1889. 


H. ll, Taytor (London). 













































A NOTE ON DERMOID CYSTS OF THE SCALP 


AND MID-LINE OF THE BACK. 


By J. BLAND SUTTON, F.R.CS., 


OF LONDON. 


HUNTERIAN PROFESSOR AT THE ROYAL COLLEGE OF SURGEONS OF ENGLAND; 
ASSISTANT SURGFON TO THE MIDDLESEX HOSPITAL. 


T the Pathological Society of London, in 1874, Mr. Hen- 
A ry Arnott exhibited the vault of a skull, taken from a 
child eight months old, with a tumor of the size of a small 
walnut situated over the anterior fontanelle. When the child 
was five weeks old, the tumor exactly resembled a meningo- 
cele “rising and falling with regular pulsation, and swelling 
when the child coughed;” the resemblance was so strong that 
the tumor was treated as a meningocele. Some weeks after 
the child was brought to Mr. Arnott it died from broncho- 
pneumonia. The cyst was found to be a dermoid, its walls 
were lined with skin, furnished with hairs and glands; the 
contents of the cyst was fluid fat which soon coagulated.' The 
specimen is preserved in the museum of St. Thomas’ hospital. 

Giraldes* has recorded a more remarkable case; A child 
et. three months came under his observation with an ovoid 
tumor of the size of a pigeon’s egg, situated over the anterior 
fontanelle. The tumor was covered with fine white hairs and 
did not pulsate with respiration. It was regarded as a men- 
ingocele, and in order to establish a diagnosis, the tumor was 
punctured with a fine trocar, and fluid resembling that found 
in meningoceles was withdrawn. Notwithstanding numerous 
subsequent punctures, the tumor maintained its original vol- 
ume. Some months later it was removed, Giraldes being still 


1Trans, Path, Soc., vol. xxv., p. 228. 


* Maladies Chir. des Enfants, p. 342. 
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under the impression that it was a meningocele, but the tumor 
was found to be a dermoid. 

The clinical characters of such tumors, situated over the an- 
terior fontanelle, are well illustrated by the case reported and 
beautifully figured by Mr. Hutchinson.' In this case the tu- 
mor distinctly filled when the child cried ; it was therefore re- 
garded asa meningocele, and not interfered with. (Fig. 1). 





Fic, 1.—A TUMOR (MENINGOCELE) SITUATED OVER THE ANTERIOR FONTANELLE. 


(After Hutchinson). 


The patient is now well-grown and approaching 20 years of 
age. 

The Museum of the Middlesex Hospital contains a portion 
of a human parietal bone, which contains a cyst of the size of 
a gooseberry, lodged in a depression on its surface ; passing 
from the cyst is a fibrous pedicle connecting it with the dura 
mater. (Fig. 2). The specimen is described in the catalogue as 
a sebaceous cyst. As far as my observations go, I have never 
seen a sebaceous cyst lodged in a depression of the bone, and 
never one connected with the dura mater. These facts in- 
duced me to re-examine the specimen and I found it to bea 
dermoid, and as far as could be judged from an examination 
of the fragment of parietal bone preserved with it, the cyst 
must have been situated in the near neighborhood of the ante- 
rior fontanelle. The patient was thoroughly adult. 


Vlustrations of Clinical Surgery, vol. ii, plate xvi. 
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These four specimens indicate the occasional difficulty of 
deciding accurately, from a clinical point of view, between a 
meningocele, dermoid, or sebaceous cyst, situated in the mid- 
line of the cranial vault, especially in infants. 

The mid-line of the back, like that of the head, is also fa- 
mous for the occurrence of congenital tumors, especia!ly in 





Fic, 2.—A DERMOID TUMOR LODGED IN A DEPRESSION OF THE PARIETAL BONE 
NEAR THE SITE OF THE ANTERIOR FRONTANELLE, (WVatural Size). 


the lower lumbar and sacral regions. Such congenital tumors 
are spina bifida cysts, congenital sacro-coccygeai tumors, 
(which now and then project on to the dorsal aspect of the 
sacrum) lipomata, and as I shall endeavor to show, dermoid 
cysts. Theoretically, dermoids should occur with tolerable 
frequency in the middle line of the back, seeing that a line 
drawn from the external occipital protuberance to the tip of 
the coccyx, represents the line of coalescence of the medul- 
lary folds. 
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I have elsewhere shown that situations in the body where 
epiblastic areas coalesce, are favorite places for dermoid cysts 
to arise. Regions of coalescence should be divided into two 
classes: Primary, such as those indicating the dorsal fusion 
of the medullary folds, and the ventral union of the somato- 
pleure layers; and Secondary, or those arising from individual 
modifications, such as the line of union of the scrotum, clos- 
ure of the mandibular, branchial and palatine fissures. A pro- 
longed inquiry into the subject of dermoids generally, has 
taught me that such tumors are perhaps more frequent in the 
lines of secondary fusion, to judge from our present knowl- 
edge, than in the lines of primary coalescence ; nevertheless 
there are good grounds for believing that dermoids in the 
neighborhood of the spines and arches of the vertebrz are 
occasionally overlooked. 

Thinking it possible that many spina bifida cysts have been 
thus mistaken, I made a careful microscopic examination of 
the spina bifida preparations in the Museum of the College of 
Surgeons, Middlesex Hospital, and the specimens in my own 
stores, but without success. 

In the meantime Mr. Gilbret Barling published a brief note 
of an interesting case; through his. kindness I have had an 
opportuity of examining the specimen and making a compos- 
ite drawing. (Fig. 3). 

The parts are represented in sagittal section and show that 
in the neighborhood of the lower dorsal and upper lumbar 
vertebrz of a child, et. 2 years, there existed a hairfield; no 
tumor projected posteriorly, but when the spine was bisected 
a small dermoid cyst occupied a hollow due to defective for- 
mation of the vertebral arches. There was in addition dilata- 
tion of the central canal of the cord, the cord itself being 
traversed by a fibrous process of the dura mater, and evidence 
also of the existence of a supernumerary half-vertebra. The 
main point for our purpose is that in this case we had a spina 
bifida occulta associated with a dermoid cyst, for as shown in 
Fig. 3, its walls were beset with stout black hairs. 

Dr. Wilde’ has recently exhibited at the Pathological Soci- 


1The case will be described in detail in 7vans. Path. Soc., vol. xi., by Dr. Wilde. . 
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ety of London, a dermoid cyst as large as a turkey’s egg, re- 
moved by Mr. Holthouse from the lumbar region of a man, 
zt. 25 years. The cyst, which had ruptured, was congenital 
and regarded by the practitioner who first saw the case as a 
spina bifida, but when admitted into the hospital, hairs were 
recognized in the contents of the cyst. The arches of the 
vertebre underlying the cyst were defective. In addition to 
the actual occurrence of such cysts there is other evidence to 
lead us to suspect that dermoids should occur in the region of 
the spinous processes. It is no uncommon thing to find near 
the tip of the coccyx, or over the spines of the sacrum, a de- 





FIG. 3.—PARTs FROM A CASE OF SPINA BIFIDA OCCULTA. SAGITTAL SECTION, 
A dermoid cyst is associated with the defect. 


pression in the skin a few lines deep ; sometimes such recesses 
attain a depth of half an inch and admit a fine probe. They 
are frequently associated with spina bifida, but many occur in 
otherwise normal spines. When limited to the neighborhood 
of the coccyx such recesses are known as post-anal dimples. 
Cleland' has advanced the opinion that such dimples are due 
to abnormal shortness of the notochord. This explanation is 
not sufficient to explain the occurrence of these dimples over 
the sacrum. It is more satisfactory to regard them as slight 
defects in the coalescence of the superficial portions of the 


1 Jour. of Anat. and Physiol, vol. xvii., p. 290. This paper contains other refer- 
ences. 
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medullary folds in the sacro-coccygeal region. They are in- 
teresting in connection with our present study, as they sug- 
gest the mode by which dermoids arise in the mid-dorsal re- 
gion. 

My object in publishing this short paper is to draw attention 
to the interest of dermoid cysts occurring in the neighborhood 
of the vertebral arches, and to hope that details of actual 
cases may be reported in accessible publications. 
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ACUTE INFECTIOUS OSTEOMYELITIS 
PERIOSTITIS.' 


By HERMAN MYNTER, M_LD., 
OF BUFFALO. 
PROFESSOR OF SURGERY IN NIAGARA UNIVERSITY. 


DESIRE to call attention to one of the most seri- 
| ous of surgical affections, serious on account of its great 
mortality, its insidious and rapid onslaught, and the difficulty 
of its diagnosis. I refer to acute diffuse or infectious periosti- 
tis and osteomyelitis, also called acute necrosis. 

It has been my fortune, or, rather, misfortune, to see four 
such cases, and, with your permission, I will shortly relate 
them, as their symptoms and progress show an _ unusual uni- 
formity. 


Case 1. Male patient, zt. about 20 years, entered the Buffalo 
General Hospital in June, 1875, suffering from pain, swelling and ri- 
gidity of right thigh, but yet able to walk. There was a history of in- 
jury of the thigh two months previously, caused by a heavy plank fall- 
ing and striking him on the thigh. He had kept his bed some weeks 
and been treated for muscular rheumatism. Patient had a tempera- 
ture of 103°, profuse sweating, and complained of excruciating pain in 
right thigh. Examination of thigh for fluctuation by Dr. Gay, since 
deceased, gave negative résult, but, nevertheless, he made a deep in- 
cision four inches long down to the bone on the outer side of the 
thigh. Dark venous blood, but no pus, was discharged. Examina- 
tion of the bone with the finger showed it to be roughened and de- 
nuded of its periosteum. Twenty-four hours later the temperature had 
risen to 105°, with other symptoms pointing to pyazmia, and patient 
died in 72 hgurs from time of entrance. I myself made the post-mor- 
tem in the presence of the hospital staff. The whole femur was found 


1Read before the Alumni Association of Niagara University. 
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denuded of its periosteum and was removed in toto and sawed 
through. It was found in a state of diffuse osteomyelitis, filled with 
larger and smaller abscesses, here and there gangrenous. Evidently 
the disease had started as an osteomyelitis and the accompanying 
periostitis was secondary. The incision, therefore, failed to relieve the 
tension and he died of pyzmia. 

CasE 2. In 1881 I was called to see W. H., et. 9 years. He had 
been sick in bed three days, having been slightly injured in right leg 
by coasting down a hill during the winter. I first learned this fact af- 
ter he was dead. _I found him delirious, with a temperature of 105°, 
a rapid and weak pulse, dry tongue, moaning but unable to give any 
intelligent answers. I am free to state that I did not recognize the 
trouble—much more so, as my attention was not called to his leg. 
Next day I called a consultation, but we were unable to decide upon a 
diagnosis, vacillating between meningitis and septicaemia of unknown 
cause. He died the following (fifth) day. A post-mortem was held 
and during that our attention was called to the right leg, the father 
then for the first time stating that during the first two days the boy 
had complained of pain in that leg. The periosteum was found com- 
pletely detached from the fibula and a small amount of pus mixed with 
fibrinous exudations was found between the periosteum and the bone. 
We were not allowed to remove the fibula, so I am unable to state 
whether it was primarily an osteomyelitis or a periostitis. 

CasE 3. On June 23, 1884, 1 was called in consultation by Dr. L. 
Schade, of this city, to see a girl, E. H., et. 7 years. Dr. Schade was 
called in on June 21; found the child delirious, with high temperature, 
dry tongue, rapid pulse and complaining of severe pain in left femur. 
He ordered hot applications and antifebril treatment. The child rap- 
idly grew worse. At the consultation on June 23 the child was found 
almost in a state of collapse, with left leg strongly flexed in hip and 
knee and with all the usual symptoms of acute pyzemia except metas- 
tatic abscesses. A diffuse fluctuating swelling was felt over the whole 
femur, while the skin looked normal. I made several incisions down 
to the bone and a great deal of matter was evacuated. The whole 
diaphysis of the femur was found denuded of its periosteum and rough- 
ened, The child died next day (fourth day); no post-mortem was al- 
lowed. 

After these three fatal cases, it is with great satisfaction that I re- 
port the following case, treated successfully by early operative inter- 
ference, and I have no doubt that it would have terminated fatally by 
any other treatment in a very few days. 
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CasE 4. R. K., et. 9 years, only child of wealthy parents, was taken 
sick December 24, 1888. He isa strong, healthy boy, who has never 
been sick except 7 years ago, when he had a severe scarlet fever. The 
parents are healthy and no scrofula has existed in the family. He 
had been playing, dressed in rubber boots, in the sloppy snow the 
whole day. Hecame in toward evening and complained of severe 
pain in right ankle and of feeling bad. The pain increased steadily 
and I was called about 11 p. M. I found him restless and fretful, fev- 
erish (temp. 101°). No swelling was discovered, but the right ankle- 
joint was perfectly rigid and could not be moved without intense pain, 
The parents believed him to have inflammatory rheumatism, and to 
satisfy them I ordered salicylate of soda in 5 gr. doses every two hours 
and a lead and opium wash. 

December 25. He was restless and feverish the wholenight. The 
rigidity of the ankle joint had disappeared on my morning visit, but he 
complained now of intense pain over malleolus externus. There was 
no redness seen, perhaps a little puffiness. The boy was evidently in 
great pain, had an anxious, flushed expression, a temperature of 102° 
and a pulse of 108. The tenderness was so great that no manual ex- 
amination could be made. 

I applied 3 leeches over malleolus externus and continued thereafter 
the opium and lead wash. The leeches bled freely and relieved the 
intense pain and toward «vening he felt more comfortable, was less 
feverish (temperature 101°), but still tender on pressure. 

December 26. Was restless during the night and did not sleep at 
all in spite of morphia. Temperature 105°, pulse 126. He is much 
worse, is slightly delirious with dry, brownish tongue and painful, anx- 
1ous expression; intense tenderness along the whole right fibula with 
indistinct swelling, puffiness, and loss of contour of limb; no redness of 
skin, some venous engorgement. He complains of a severe pain on 
deep inspiration in left side, and pain in right shoulder joint, which is 
rigid. Respiration less distinct over left lung. 

At this time, 36 hours after my first visit, I had no doubt of the se- 
rious nature of the disease. and told the parents that the child would 
die in a couple of days unless immediately operated. I had already 
the day before prepared them for this emergency. 

Under chloroform-narcosis, Drs. Park and Cook being present, I 
first made an incision over the upper third of the fibula, where the 
swelling seemed most distinct, down to the bone. ‘The muscles were 
found in a state of cedematous infiltration, but the bone seemed 
healthy and no pus was found. 
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An incision was thereafter made over malleolus externus and lower 
third of the fibula, and about a teaspoonful of dark colored pus mixed 
with fibrinous exudations, was discharged. The whole fibula was 
found denuded of its periosteum and a probe could be introduced un- 
der the periosteum to the upper incision. The intervening bridge was 
therefore cut through and the whole fibula laid bare and found de- 
nuded in its whole length. The periosteum was thickened, reddish, 
and covered with fibrinous exudations. The wound was syringed out 
with corrosive sublimate (1-1000), filled with iodoform-gauze and an 
antiseptic sublimate dressing applied. 

At my evening visit, 8 hours later, temperature was 100°, pulse 96, 
and the patient resting easily without pain. 

Decemb:r 27. Perfect relief from pain, both in leg, shoulder and 
pleura. ‘Temperature normal. 

December 30. Bandage changed. Fibula shows a diffuse reddish 
tint; wound and periosteum began to granulate. 

January 4, 1889. Second change of bandage; healthy granulations. 

January 11. Bone covered with granulations. 

January 26. Wound almost superficial and rapidly cicatrizing. 

February 12. Wound almost healed except over malleolus exit, 
where there is a small fistula, leading down to denuded bone. 

February 18. The fistula was dilated and a small sequestrum, '/, 
inch long, was extracted. He has no pain or tenderness, can walk 
without limping, perfectly free movement of the ankle joint. 

February 26. Perfect recovery: patient discharged. 

This case is of interest in showing that the disease may begin as an 
acute periostitis, to be'followed probably very early by an acute osteo- 
myelitis, and that anearly operation may result in perfect restitutio 
ad integrum. 


These four cases include what I myself have observed of 
this disease, but I desire to add a few other cases, which have 
occurred in the practice of colleagues in Buffalo, and which 
are well authenticated. 


Case 5. W. S. B., a boy, et. 8 years, had always enjoyed good 
health, but was perhaps less vigorous than other children. He was 
the nephew of a well-known surgeon, Dr. E. Barnes, at that time con - 
fined to his bed with fracture of the femur, and lived in his house. 
He had slight symptoms of rickets. On May 17, 1878, he was at- 
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tacked with a panaritium of right great toe, which after some days was 
lanced, and then occasioned no further trouble. 

May 21. The boy felt a little out of sorts and had slight chills, for 
which simple remedies were employed. 

May 22. A severe chill occurred, followed by severe pain in left 
knee, ankle and tibia, particularly upper end near tuberositas tibiz. 
The patient was able to step on the leg. Temperature 102°, pulse 120. 
Dr. Barnes had him brought to his bed, but could discover no redness 
or swelling, lymphangitis, phlebitis or enlarged veins. Movements of 
the joints were not painful, but the anxious and pale suffering expres- 
sion indicated a serious illness. By aid of anodynes he slept some 
during the night, but was else restless with exacerbations and remis- 
sions of pain. 

May 23. On account of Dr. Barnes’ fracture Dr. Folwell took 
charge of the case, and I quote henceforth from his tull and volumi- 
nous notes of the case. At his morning visit the little patient was 
found drowsy from anodynes, but else replying intelligently to ques- 
tions. ‘Tongue heavily coated, temperature 103°, pulse 132, great 
apathy and absolute loss of appetite. Paroxysmal severe pain in left 
leg referred to tibia, but not to any particular spot, greatly increased 
by pressure and movements. There was little if any swelling of the 
leg. Recognizing the extreme gravity of the disease, but else unable 
to locate the cause of the apparent state of septicemia, Dr. Folwell 
called Dr. Boardman in consultation, who thought it a case of phle- 
bitis. The treatment so far had consisted of anodynes, soothing ap- 
plications, stimulating diet and quinine and sulphuric acid, ‘a diag- 
nosis,” as Dr. Folwell states, ‘‘not being necessary as far as treatment 
was concerned.” At the evening visit temperature was 103°, pulse 
140, considerable delirium and hurried breathing. The limb was now 
swollen from knee to ankle, the veins tinged and dark-colored on a 
large part of the inner surface of the leg. 

May 24. Patient wakeful, restless and delirious during the night. 
Temperature 102°, pulse 180, irregular, rapid breathing, tongue brown 
and dry, skin clammy and cool, cold extremities, leg and thigh large- 
ly swollen, venous congestion very marked and patient collapsing from 
blood-poisoning. 

Giving a fatal prognosis Dr. Folwell called in Dr. Burwell and the 
late Dr. J. F. Miner, than whom no more experienced and careful sur- 
geon existed. They confirmed the prognosis and the diagnosis as far 
as the septicaemia was concerned, but did not discover the local cause, 
Dr. Miner stating that he had never seen a case ‘“‘like it before and 
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did not know what it was.’? The patient died at noon same day, after 
an illness of less than four days. 

A post-mortem was held, all the gentlemen interested being pres- 
ent. The femoral vessels were found unobstructed; some swelling of 
inguinal glands. The leg was split open, but no disease of the soft 
tissues was found. The periosteum adhered normally to the bone and 
appeared healthy in front, but on the sides and behind, it separated 
easily, was spotwise injected and thickened and three inches below the 
tuberositas tibiz on the posterior surface one ounce of pus was found 
between the bone and the periosteum. The bone was split and 
showed unmistakable signs of osteomyelitis, increasing in intensity to- 
ward the upper end of the bone. Dr. Folwell closes his careful report 
with a short summary, in which he states, and I perfectly agree with 
him, that osteomyelitis ought to have been diagnosticated, 

1. On account of the intense pain and absence of any appearance 
of disease in soft parts. 

2. On account of the rarity of phlebitis in childhood. 

3. Because a periostitis would have given a more speedy swelling 
of the soft parts, and 

4. On account of the profound constitutional disturbances with 
absence of local symptoms in the beginning, save the extreme pain. 
I have quoted from Dr. Folwell’s report at some length, because this 
case shows better than any I have come across, the insidious attack, 
the rapid progress and the difficulty of diagnosis of acute necrosis, 
when it commences as a Giffuse osteomyelitis. It also shows its great 
rarity, when even such a surgeon as the late Dr. Miner could be in 
doubt as to what was the matter, and state that he never saw such a 
case before. On the other hand, it must not be forgotten that our 
knowledge of the pathology and consequently of the treatment of this 
disease has been greatly increased in the last few years by the discov- 
ery of its bacterial origin. 


I will add a short report of one more case, observed by my 
friend Dr. Charles Cary, and published in New York Med- 
ical Record, 1878. 


CasE 6. He was called on October, 1878, to see a girl, et. 7 years, 
of healthy parentage. She had been around, but somewhat ailing, for 
five days. She now complained of pain in legs and hip joints, was 
delirious, with anxious countenance. ‘Temperature 103°, pulse 120. 
T he legs were swollen and cedematous. The pain had commenced in 












: 





' 


. 








INFECTIOUS OSTEOMYELITIS AND PERIOSTITIS. 93 


left ankle, but invaded the right ankle too inside of twenty-four hours, 
and both joints were red, swollen and presented the appearance of 
acute rheumatism. The child died two days after under typhoid 
symptoms, no certain diagnosis having been made, although osteomy- 
elitis had been suspected. A post-mortem was held, imperfect on ac- 
count of the parents’ objections, and only one tibia examined. It 
was found denuded of its periosteum and a great deal of pus found 
between the bone and periosteum. The other tibia and the thighs 
were supposed to be in the same condition. The case is of interest, 
partly in showing that the affection may be multiple, partly on account 
of its similarity to inflammatory rheumatism. 


I might still mention other cases which have come under 
my notice by talking with colleagues in Buffalo. They oc- 
curred in children without any known cause, and terminated 
fatally in a few days. No case here is known to have recov- 
ered except my case (No. 4), which was early diagnosticated 
and operated. 

It is only during the last five years that the bacterial origin 
of this disease has been definitely proved. Earlier writers, as 
Licke, Kocher and Rosenbach, recognized it as an infectious 
disease, but the cause was first discovered by Becker, who in 
1883 published a paper in the Deutsche Med. Wochenschrift, 
(ix, p. 46) on the micro-organisms producing acute infectious 
osteomyelitis. He succeeded in isolating and culturing the 
micrococci. Inoculations of larger amount produced septic 
fever and diffuse suppurations, but no osteomyelitis, unless a 
bone was contused or fractured a couple of days before. 

His experiments have been verified by a number of later 
writers. Rosenbach mentions in 1884 that in 15 cases of 
osteomyelitis he found staphylococcus pyogenes aureus, the 
yellow staphylococcus 14 times, one time besides staphylococ- 
cus albus and one time streptococcus. 

In one typical case streptococcus was found alone. 

He considers the coccus of osteomyelitis and of common 
suppuration identical,and has produced osteomyelitis by inoc- 
ulation with the staphylococcus from a furuncle of the lip. 
Kraske (Centralblatt f. Chirurgie, 1886) found by examining 
fresh cases of osteomyelitis staphylococcus pyogenes aureus 
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always present, but frequently also other forms, as staphylo- 
coccus albus, streptococcus and bacilli. His conclusions are, 
that staphylococcus pyogenes aureus is able to produce acute 
osteomyelitis, and most frequently is the only cause, but that 
often other forms, as staphylococcus albus, streptococcus and 
bacilli are found, and that these cases of “mixed infection” are 
the most severe, and their presence therefore of interest in re- 
gard to prognosis. 

He considers it probable that every micrococcus which has 
a pyogenic character may produce osteomyelitis, which there- 
fore cannot be considered a specific infectious disease, as it is 
not produced by a single specific germ but by many, and as 
the germ most frequently found may produce by inoculation 
other diseases and is constantly found in suppurations, ab- 
scesses, empyema, phlegmons, furuncle and carbuncle. Garre 
has conclusively shown that the staphylococcus pyogenes au- 
reus of osteomyelitis is identical with that of other inflamma- 
tory diseases. He cultured the staphylococcus pyogenes au- 
reus of osteomyelitis through three generations and rubbed it 
into his left, well-disinfected, arm. The result was a regular 
carbuncle. The experiment is of interest also in showing one 
way through which infection may occur—the skin. Kraske 
mentions one case of fatal osteomyelitis, in which infection 
took place from a furuncle on the lip. It complements Garre’s 
case in proving the identity. He considers it doubtful if the 
germs can be absorbed from the intestinal canal, but mentions 
one case which seems to show that they may enter through 
the respiratory organs. It was a fatal case of osteomyelitis 
following pneumonia, and he was able to demonstrate staphyl- 
ococcus pyogenes aureus in the lung and bronchial glands. 
Frankel has shown that staphylococcus pyogenes aureus is 
found not only in angina faucium, but constantly also in the 
healthy pharynx. If always present, some disposition as yet 
unknown must be present to produce the disease. Why it 
particularly occurs in youth is also unknown. Possibly the 
acute infectious diseases which most frequently occur in child- 
hood, increase the disposition for an attack of osteomyelitis, 
such as typhus, scarlatina, measles, variola and vaccination. 
Ponfick has demonstrated that typhus is followed by certain 
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changes in the medulla of the bones, which may favor the 
growth of the cocci. 

In regard to symptoms very little needs to be added. The 
symptoms are simply those of acute pyzmia with metastases 
complicated with the local inflammatory symptoms. The pain 
is excruciating with exacerbations at night, increased by pres- 
sure, if the periosteum is the starting point, by tapping and 
then deep-seated, if it commences as an osteomyelitis. Delir- 
ium and sopor occur early and may mask the local symptoms, 
so that the local cause is not discovered. The periosteum is a 
barrier long impassable for the inflammation, hence the stran- 
gulation and the total necrosis of the diaphyses, if the patient 
lives long enough and early operation is neglected. 

The epiphyses generally escape the necrosis on account of 
their special blood supply. If the inflammation commences 
as an osteomyelitis, the result is the same, possibly a little fast- 
er. The Haversian canals cannot dilate quickly enough to ac- 
commodate the swelling, and strangulation of the soft tissue 
occurs by pressure of inflammatory products. The periosteum 
then suffers secondarily. Subperiosteal abscess does there- 
fore not indicate that the periosteum was primarily attacked; 
it may be the last place of an osteomyelitis. In some cases 
the deep pain is accompanied with slight hydarthrosis of the 
adjoining joints before the swelling appears. The general 
symptoms often precede the local symptoms, although not 
usually. If oil globules are present in the pus, due to transu- 
dation of medullary oil through the Haversian canals on ac- 
count of increased intraosseous pressure and rupture of fat- 
vesicles, osteomyelitis is present. This symptom is of impor- 
tance in regard to treatment. A common result is separation 
of the epiphyses and severe joint affections, if the patient 
lives long enough. The disease may have a very rapid 
progress. Prof. Kohts reports (Deutsche Med. Wochen- 
scrift, 1887) a case of osteomyelitis acutissima 
which terminated fatally in less than two days. The patient 
was a girl, zt. 3'/, years, who was attacked suddenly with high 
fever and intense pains in right leg without local symptoms. 
She died next day with symptoms of trismus and tetanus. 
V. Recklinghausen made a searching post-mortem exami- 
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nation and found a beginning osteo-myelitis, fatty emboli and 
miliary infarcts in the lungs, micrococciin the capillary arteries 
and bronchi with peribronchitis, micrococci in the capillaries of 
the spleen and kidneys. 

Kohts draws the following conclusions: 1. That acute 
osteomyelitis may terminate fatally in one and a half to two 
days, like any other infectious disease. 2. That excessive 
pain in a bone without local symptoms, combined with a 
high infectious fever, indicates primary infectious osteomyelitis. 
3. That the lungs may be the point of infection. 

A speedy fatal termination has in some cases occasioned 
suspicion of foul play and consequently gives rise to medico- 
legal investigations. 

Prof. Maschka (Vierteljahrsch f. ger. Med., 1885,) mentions 
such acase. A boy, zt. 13 years, died in four days after hav- 
ing been slightly kicked by a playmate. Post-mortem showed 
osteomyelitis maligna, periostitis, pericarditis, empyema and 
embolic nephritis. The osteomyelitis was the primary lesion. 
Maschka supposes that the child was previously infected with 
bacteria and that the kick and jumping during play may have 
produced local disturbances of the circulation favorable to the 
development of the bacteria in the bone. 

With an increased knowledge of the etiology and pathology 
of this disease our treatment has been radically improved and 
we have now scarcely in the whole range of surgery a disease 
more amenable to treatment or favorable in its prognosis, if 
prompt and energetic measures be taken, or more fatal if they 
be neglected. Inflammation of bone tissue may be treated 
like that of soft tissue. By early incision and, if necessary, 
trephining of the bone with removal of the inflamed marrow, we 
may abort the inflammation and prevent the necrosis and 
pyemia. The periosteum may become reattached and the 
vitality of the bone does not suffer by the thorough removal of 
the marrow, as my friend, Dr. Tscherning, of Copenhagen, has 
shown. Ina paper read before the Royal Medical Associa- 
tion in Copenhagen, in 1886, published in the Nordisk Med. 
Archiv. of 1887, he recommended the immediate removal of 
the bony marrow in acute osteomyelitis in order to remove 
all the pus and inflammatory products. With hammer and 
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chisel he makes one or two fenestra large enough to remove 
the diseased marrow and drain the cavity. The first fenest- 
rum ought to be near the epiphyseal cartilage, where the in- 
flammation is apt to start. With sharp spoons the whole 
inflamed marrow is then removed. This treatment neither 
endangers the life of the patient nor the vitality of the bone. 
He reports twelve cases treated in this way, ten of which 
occurred in childhood. All the patients recovered, the func- 
tion of the limb was restored in all cases and the operation 
was in most cases performed so early that excessive destruc- 
tion of the bony matter was prevented. The earlier the opera- 
tion is performed, the more favorable the prognosis and the 
quicker the result. I was present in Copenhagen when he read 
his paper in 1886, and my little patient owes his life to that, 
In malignant cases with total denudation ofthe periosteum he 
recommends the same operation, although the prognosis is 
less favorable. In cases of circumscribed osteomyelitis and 
periostitis this treatment is without danger and the results 
always favorable. While Chassaignac and many surgeons 
with him believed that nothing but amputation could save 
the patient, we now know that incision, followed by trephin- 
ing, if necessary, is not only curative but devoid of danger. 
Diagnosis established, it is impossible to operate too early. We 
should anticipate the suppuration, which is bound to come, 
instead of fighting itafter it has occurred. The acute septic 
fever with high temperature and intense pain in a bone points 
to an acute osteomyelitis, and demands incision down to 
the bone as first measure. Ifthe periosteum is found detached 
with subperiosteal effusion or suppuration, we may stop here. 

If the periosteum is found healthy or only slightly cedemat- 
ous, possibly with oil globules, trephining of the bone and 
removal of the marrow becomes necessary. If no improve- 
ment follows simple incision, the bone ought to be trephined 
shortly after. Total subperiosteal removal of a bone, as 
recommended by Ollier, when there is suppuration of a joint 
and large part of a diaphysis, is never necessary, even if 
function allows it. 

Bockenheimer removed successfully the whole femur. Tre- 
phining of the diaphysis with incision and drainage of the 
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joint offers a better prognosis, and the trephining, if done 
early, cuts the whole disease short and prevents all serious 
complications. 





ON OSTEOMATA OF THE NASAL CAVITY. 
By FRED KAMMERER, M.D., 
OF NEW YORK. | 
SURGEON TO THE GERMAN HOSPITAL, 


ge eweaabiat in 1880, gave for the first time an excel- 

lent description of the bony tumors developing in the 
neighboring cavities of the orbit, and at that time was able to 
collect from medical literature 49 such cases, 23 osteomata of 
the frontal sinus, 11 of the ethmoidal cells, io of the antrum 
Highmori and 5 of the sphenoidal or ethmoidal cells. Not until 
1887 were these tumors again made the subject of a statistical 
survey by Andrews’, who published 2 new cases of his own of 
successful removal of osteoma of the orbit. He has tabulated 
altogether 50 cases, evidently rejecting some that had been 
included in Bornhaupt’s statistics. Neither of these authors 
makes any mention of tumors growing into the nasal cavity, 
and I can discover only 3 cases recorded by Legouest’, 
Tillmanns* and Habermaas’, in which the tumor had devel- 
oped into and occupied the entire nasal fossa, and 2 in which 
the tumor had grown into the orbit and nasal fossa, recorded 
by Mott® and by Fenger’. The rarity of the affection may 
warrant the narration of a case, which came under my observa- 
tion years ago at the surgical clinic in Freiburg, as assistant 


'Bornhaupt. Archives f. Klin. Chirurgie, vol. xxvi, p. 589. 
*Andrews. Medical Record, Sept. 3, 1887. 

sLégouest, Gazette Hebdom, x, 1863. 

*Tillmanns, Archiv. f. Klin. Chirurgie, vol. xxxii, page 677. 
°Habermaas, Mttthei/, aus der Chirurg. Klinik, Tiibingen, i, 376. 


®Mott, American Journal of Med. Sciences, Jan. 1857. 
'Fenger, Journal of American Medical Association, vol. xi, 1888, p. 185. 
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to Prof. Maas, late of Wurzburg, and which has not been pre- 
viously published. 


M. R., et. 17 years, has always been healthy, but is a rather badiy 
nourished and anemic girl. When 11 years old she fell on the pave- 
ment, striking it with her face, especially the region of the nasal bones. 
Aside from severe hemorrhage from the nose and diffuse swelling over 
the entire face, which disappeared in a few weeks, no untoward symp- 
toms developed. The region of the nasal bones never returned to its 
normal size, but always remained broader than before the injury. Four 
and a half years later, and half a year before her admission to the 
clinic, the swelling increased and difficulty in respiring through the 
right nostril was experienced. These symptoms gradually became 
more pronounced until she entered the hospital. At that time the na- 
sal bones were apparently symmetrically broadened, the right zygo- 
matic region distinctly prominent. The right eye was slightly dislo- 
cated downward and outward, and the movements of the globe up- 
ward and outward were somewhat impaired. The ophthalmoscope re- 
vealed nothing abnormal. The right nasal fossa was absolutely im- 
pervious, and examination through the anterior nares disclosed a tu- 
mor completely filling out the former. The tumor was covered by ap- 
parently normal mucous membrane, and could be felt by the finger 
passed behind the soft palate, as well as seen during rhinoscopic ex- 
amination. The same was not movable and of bony consistence. 

The removal of the growth was attempted by a median incision 
along the ridge of the nose, a little to the right, laying open the right 
nasal fossa. Thenasal bones had undergone atrophy to such an ex 
tent that they were easily severed from each other, and the right one 
from its attachment to the os frontis with the knife. On deflecting the 
soft parts of the right half of the nose in an outward direction, the tu- 
mor was found to fill out the entire fossa and to have its only attach- 
ment to the frontal or ethmoidal bone, as a probe could be readily 
introduced at either side of the mass and carried around its lower bor- 
der to the other side. Its attachment was severed by a few strokes of 
a mallet and chisel, when the growth became movable, but could not 
be withdrawn on account of its size. An incision was now carried 
from the right ala nasi for an inch and a half in an outward and down- 
ward direction upon the cheek, and the soft parts were further de- 
tached from the superior maxilla, to expose its edge bordering on 
the anterior nares. The latter was chiseled off to the extent of about 
1/, an inch from the infraorbital margin to anterior nasal spine. Now 
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the anterior nares was sufficiently enlarged to permit the removal of 
the entire tumor with a strong forceps. The septum narium was de- 
flected tothe left. The inner wall of the right orbit was formed by 
the tumor itself, the orbital plate of the ethmoid and the laryngeal 
bone having entirely disappeared by atrophy. The turbinated bones 
had also disappeared. The antrum Highmori had evidently been in- 
vaded by the tumor, as no cavity was detected, and the growth bear- 
ing upon its lateral wall had caused the distinct prominence of the zy- 
goma. 





Fic. 1. LATERAL VIEW OF THE TUMOR AFTER EXTIRPATION. NORMAL 


RELATIONS. 
a. Anterior Portion. ¢. Nodule developed into right frontal sinus. 
6. Posterior Portion. x. Points denuded in attempts at extraction. 


The soft parts were now returned to their normal position and the 
incisions sutured. The patient made an uninterrupted recovery. She 
was seen a year later, when the right nasal fossa had somewhat di- 
minished in size, the septum having to a certain extent returned to its 
normal position. She had suffered no further inconvenience. 

After maceration and section the tumor proved to be an ivory os- 
teoma, weighing 2!/, oz., in which no nucleus of spongy tissue was 
discernible, either in the centre or near the pedicle, as is generally the 
case. 
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I feel some hesitation in stating definitely that the osteoma 
developed either from the walls of the frontal sinus or within 
the ethmoidal cells. We gather from Bornhaupt’s statistics 
that the ethmoidal bone is a locus predilectionis as a starting 
point of the tumors under consideration. However, it seems 
that in many cases, especially where we have to deal with tu- 
mors of large size that have severed their bony connections, it 
will be difficult to determine precisely the place of their ori- 
gin. In our case the nodule ¢ (Figs. 1 and 2) had developed 





Fic. 2. MEDIAN VIEW OF THE TUMOR AFTER EXTIRPATION. NoRMAL 
RELATIONS. 
a,b,c, x. The same points as in Fig, I. d@. Orbital wall. 


into the right frontal sinus and the only attachment the tumor 
had was at the point corresponding to the anterior part of the 
cribriform lamella of the ethmoid. The: course of develop- 
ment of the osteoma, only a small part of it occupying the 
frontal sinus, also points to its origin in the nasal fossa, as 
these tumors primarily grow in-a direction in which they meet 
the slightest resistance. In our case, although the tumor had 
destroyed the inner wall of the orbit, it had not encroached 
upon the orbital cavity to any extent, and had but slightly dis- 
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located the globe of the eye outward and downward. Fenger' 
says ‘‘as soon as the orbit is opened and in consequence the 
mucous membrane comes in contact with the connective tissue 
spaces of the orbital periosteum or the orbital connective tis- 
sue, an abscess forms.” In our own case no suppuration had 
been set up, and it would seem from a perusal of the literature 
of the subject that in many cases in which the orbit had been 
opened no abscess formed there. These, it is true, were for 
the greater part tumors that had developed in the frontal 
sinus, which, however, it must be remembered, communicates 
with the nasal fossa. Perhaps a change in the character of 
the mucous covering and close approximation of the growth 
to the inner wall of the orbit may prevent an infection at the 
time of perforation. In Mott’s case the osteoma had mainly 
developed into the orbital cavity, and here suppuration had 
followed. Habermaas’ and Tillmanns’ cases were identical 
with our own in many particulars. The tumors filled the en- 
tire nasal fossa and were of triangular shape, the base of the 
triangle corresponding to the floor of the fossa and the apex 
to the point of insertion. Legouest’ also mentions that his os- 
teoma formed a perfect cast of the nasal cavity. It had started 
from the floor of the nasal fossa, but at the time of operation 
had no bony attachment at all. Such was also the condition 
in Tillmanns’ cases, and in both instances necrosis of the in- 
vesting soft parts and consecutive suppuration were present. 
Habermaas’ patient and my own did not suffer from any pur- 
ulent discharge from the nose, and the soft parts investing the 
tumor were entirely intact, the points z in Figs. 1 and 2 having 
been denuded during attempts at extraction and other opera- 
tive manipulations. 

Where this is not the case, and where suppuration has been 
established, although the osteoma may give the impression of 
a sessile tumor, being tightly impacted in its bony surround- 
ings, it will very often be found without attachment and easy 
to extract, when the bony cavity in which it is lodged is suf- 
ficiently opened. Dolbeau’ first pointed out that such condi- 

1Fenger, l. c. 


*Legouest, l. c. 
3Dolbeau, Bulletin de ’ Acad. de Med. xxxi, 1866. 
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tions frequently existed in osteomata of the frontal sinus. Till- 
manns' operated for 3 dead osteomata on the same patient, 2 
in the frontal sinus and 1 in the nasal cavity. This case, 
Légouest’s and Fenger’s, are the only ones of dead osteomata 
that I have found. It is very probable that these tumors all 
develop from the bone itself and remain in connection with 
their matrix for a long time. Such, at least, would seem to 
be the case when they develop into the nasal fossa. That 
considerable pressure can be exerted by the tumor upon the 
adjoining structures, even causing them to atrophy, without the 
life of the osteoma itself being impaired, is proved by our own 
case. Ulceration of the investing soft parts, suppuration and 
consequent insufficient nutrition seem to offer the best ex- 
planation of the necrosis of some of these tumors, of their sep- 
aration and the formation of dead osteomata, in opposition to 
the theory of their parosteal origin, which, in the light of clini- 
cal experience, must now, it seems, be abandoned. 

In six of the cases collected by Bornhaupt, and in Fenger’s 
case, the history points to traumatic origin of the tumors. In 
our own the trauma certainly appears to have played a promi- 
nent part in the etiology. 


'Tillmanns, 1. c. 





FREE DIVISION OF THE CAPSULE OF THE KID- 
NEY FOR THE RELIEF OF NEPHRALGIA.' 


By L. McLANE TIFFANY, M.D., 


OF BALTIMORE, 
PROFESSOR OF SURGERY IN THE UNIVERSITY OF MARYLAND. 


N a paper’ read before the American Surgical Asssociation 
| in 1885,after relating a case of nephrolithotomy, I referred to 
instances where eminent surgeons had opened kidneys expect- 
ing to find calculi, and had found none. It appeared to me 
likely (Op. cit. p. 134) that, from one cause or another, swell- 
ing of an irritated kidney might occur, which swelling being 
resisted by the capsule, could induce a sensation of pain; this 
explanation was offered for the failures to find stone after 
nephrotomy. 

Division of the capsule of the kidney at once suggested 
itself as a therapeutic measure in nephritic colic. 

Until last year there did not fall under observation a fit sub- 
ject for treatment in the manner suggested, but in December, 
1888, I was consulted by the patient whose history follows : 


Mrs. F., married, white, zt. 49 years, having a grandchild et. 13 
years, consulted me in December, 1888, in regard to severe pain in the 
right loin. She had had sexual relations with many men, had had 
gonorrhcea and syphilis, had had an abscess within the pelvis, which 
opened into the vagina and discharged pus continually during a period 
of two years, healing some years since. 

She was apparently in good health. Three years ago, being then 
well, she experienced pain in the right loin, which began suddenly and 


1Read before the American Surgical Association at the Meeting in Washing'on, 
May 15, 1889. 


*Trans. Am. Surg. Assoc., p. 125, 
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without warning, was very intense, and passed away quickly; it was 
supposed to be due to the passage of a kidney-stone along the ureter. 
Up to the time of seeing me the attacks of pain had occurred at irreg- 
ular intervals, the periods tetween the attacks becoming progressively 
shorter and the paroxysms more severe, until the woman was willing to 
obtain relief by any sacrifice or at any risk. Treatment of all kinds 
had failed to benefit the patient permanently, and morphine hypoder- 
mically during an attack of pain was relied upon, while in the interval 
between two attacks morphine granules were resorted to occa- 
sionally. No calculi had ever been voided; blood had been seen in 
the urine at rare intervals, the bladder was occasionally a httle irrita- 
ble, bowels regular, appetite good. Sleep was stated to be irregu- 
lar, but probably not more so than the habits of the patient justified. 
An attack of pain began suddenly, always in the right loin, being re- 
ferred to a point midway between the pelvis and ribs; thence the pain 
extended to the middle line of the body and down to the bladder and 
groin on the right side; exertion was apt to induce an attack ; pres- 
sure over the right kidney produced pain, but no tumor could be made 
out, vomiting had accompanied a paroxysm of pain on one or two oc- 
casions. 

Urine, faintly acid, sp. gr. 1022, contained pus cells and a few red 
blood discs. No elevation of temperature during an attack of pain 
was noticed. 

Free division of the capsule seemed to be indicated. 

January 12, 1889. I exposed the kidney by the usual incision in 
the loin, and found it moving freely with respiration, the perirenal tis- 
sue being healthy. A deep stellate scar existed in the anterior and 
outer border of the kidney about two inches from the lower end. This 
scar was stiff and hard. Handling discovered no other abnormality. 
A long needle was passed through the scar and also into the kidney in 
various directions, but gave no information. A fine puncture was then 
made into the kidney pelvis at the lower end, a small sound entered 
and each calyx systematically explored as well as the pelvis (Jordan 
Lloyd’s method). Nothing was learned by this exploration. 

The capsule of the kidney was then freely slit open for a distance of 
three inches or more, the incision passing by the side of the deep scar 
referred to. The edges of the cut capsule gaped widely, which I con- 
sidered evidence that tension had existed. 

The wound was closed and an antiseptic dressing applied. During 
the first twenty-four hours bloody urine was passed, after which the 


urine appeared clear. No urine passed by the lumbar wound. Dur- 
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ing the second night the patient displaced the dressing, which was 
found at my morning visit between her shoulders, the wound being in 
contact with the bed clothing. Fortunately the deeper portion of the 
wound had healed, so a little suppuration only took place, which, how- 
ever, caused discomfort. Three weeks after the operation pain in the 
loin was complained of and the patient feared lest the old attacks might 
again setin. ‘This fear proved groundless, for, though some pain was 
experienced in the loin after the wound had healed, yet the pain con- 
stantly diminished in intensity and the patient returned to her regulzr 
habit of life, took exercise, attended to her household duties and went 
to the country in the spring. Sufficient time since the operation has not 
yet elapsed to permit the statement that a cure has been obtained, but 
the relief from pain was so marked and so immediate that a permanent 
favorable result can be considered not impossible. 

I am inclined to think that the strong stellate cicatrice, the centre 
depression of which was as large as the end of my little finger, was the 
result of a gumma, and that the kidney substance was unduly con- 
stricted thereby. Acid urine containing pus suggests inflammation of a 
kidney pelvis and consequent congestion of the affected kidney. If 
then a thickened capsule or firm cicatrice resisted swelling, pain might 
be expected to follow. Obstruction to the flow of urine through the 
ureter as aresult of the already mentioned pelvic abscess was thought 
of as possibly inducing pain, but negatived, for the tube was not dilated. 
The kidney was not found to be moveable in the usual acceptance of the 
term, either before or after exposure; it rose and fell with respiration 
perhaps one-half inch, hence kinking or twisting of the ureter from dis- 
placement of the kidney was not the cause of the pain complained of. 

It is not difficult to understand how from inflammation in the pelvis 
ot a kidney the orifice of one or more papillae may be obstructed by 
mucous membrane swelling, with retention of urine in the correspond- 
ing portion of the kidney, and resulting pain, if the capsule is not suf- 
ficiently elastic to permit of distension. The course of the urinifer- 
ous tubes renders such an accident eminently possible, the convoluted 
portions and Malpighian capsules being in the cortex, and therefore 
adjacent to the capsule, and so more immediately liable to compres- 
sion, one would think. 


The future of the case here reported will be observed, as 
this alone can determine the expediency of the measure 
adopted. If it should appear that the symptoms of renal cal- 
culus may be simulated by a tight capsule and relieved by its 
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division it will be interesting. At the present time there is no 
sign of stone in the kidney which can be relied upon as char- 
acteristic; in the bladder the touch by sound justifies incision, 
but the kidney must be opened and the diagnosis made after- 
ward. ‘It is fortunate that exploration of, and into, a kidney 
by incision entails but little risk to the patient. It is possible 
that in a number of kidneys the search for stone has failed to 
reveal the calculus, though present, and such is the suggestion 
of certain operators when reviewing their own Cases; the 
words of Henry Morris in this regard are interesting: 

“Despite all these means (of discovering the stone when 
once the kidney is exposed), a calculus may escape detection. 
I have removed, by lumbar nephrectomy, a healthy kidney for 
a calculus the size of a marble embedded in it, but which I 
could not localize. Even after the removal of the kidney, the 
locality of the stone could not be made out by pressing the 
organ between the finger and thumb, nor by pressing upon the 
kidney as it lay upon a table. The man recovered well, but 
the loss.of so good a kidney is a source of regret; yet, it was 
unavoidable. The kidney becomes very hard and tough un- 
der the prolonged irritation of a stone, so that whilst the whole 
organ feels firmer than natural, any slight difference in the de- 
gree of resistance of one part is all the more difficult to ap- 
preciate.” Diseases of the Kidney. (Latest American edition, 
p. 527, chap. xxxiv.) 

I have found the following reports of cases in which the 
symptoms so closely resembled those of renal calculus as to 
warrant exploration, no stone being however found. They jus- 
tify careful study, and tend to elucidate a subject in surgical 
diagnosis at present confessedly uncertain. The first one 
greatly resembles that of Mrs. F., inasmuch as the surface of 
the kidney was puckered as if from old cured abscesses. The 
early return of pain afterthe operation does not justify an over 
favorable prognosis for Mrs. F. 


I. Clement Lucas! reports the following : 
The second case I explored on October 22, 1882. The man, et. 


\Brttish Medical Journal, September 29, 1883, p. 612. 
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43 years, was under Dr. Mahomed’s care. He had nephritic colic 
three years before, and for a year and a half had passed blood in his 
urine at intervals, especially after exercise. These attacks of hzma- 
turia were usually preceded by a rigor and followed by lumbar pain 
on the left side and rise of temperature. His urine contained a small 
quantity of pus. On the night before the operation he had a rigor, 
followed by a temperature of 103°. The kidney was exposed by an 
incision through the loin and was found to be somewhat puckered on 
the surface, as if from old cured abscesses, but no stone being de- 
tected, the wound was closed. ‘The wound healed primarily and the 
patient had no rise of temperature, pain or hematuria for a fortnight 
after the operation. The symptoms, however, recurred, and I do not 
feel quite confident even now that we may not have overlooked a small 
stone, though the kidney was punctured tothe depth of an inch and a 
half in several places. 

II. ‘On Tuesday Mr. Durham! removed the right kidney from a 
woman at Guy’s Hospital, and we are glad to be able to state that up 
to Thursday morning sh: was progressing favorably. The patient, 
gt. 43 years, is the samein whom, more than two years ago, Mr. Dur- 
ham exposed the kidney which was removed last Tuesday, with the 
expectation of finding a calculus in or about its pelvis. No calculus 
being found on that occasion, and the kidney appearing healthy, the 
wound was closed. The patient recovered from the operation well 
and the wound healed, but she was not relieved from her severe pain, 
hematuria and the symptoms from which she had suffered. The pa- 
tient early on Thursday morning was apparently progressing satisfac- 
torily in every way, there being no sign of any bad symptcm, the tem- 
perature was normal, the pulse go, though weak, but not more so than 
it had frequently been before the operation, and the patient had less 
pain than she had constantly suffered for long previously. 

I find at a later date® the following editorial note: “Mr. Durham's 
case of extirpation of kidney has ended fatally.” ‘The first operation 
was done on February 3, 1870. 

Dr. Peters says of this case of Durham in his article regarding the 
second operation where the kidney was extirpated: ‘At thé autopsy 
the most careful search failed to reveal any cause for the death, or 
anything abnormal about the left kidney, ureter or bladder.” 


‘Editorial note in British Medical Journal, 1872, May 18. 


*British Medical Journal, May 25, 1872. 
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III. Prof. Moses Gunn! reported the following: 

“On April 16 last, as before stated, I made an exploratory operation 
upon a patient of Prof. Allen’s, who, for five month’s had suffered from 
symptoms which indicated the probable presence of acalculus. The 
operation * * * was performed in the presence of Drs. Allen, 
Chesebrough, Parks and Smith. * * * But little blood was lost, 
and posterior surface of kidney was easily reached, which enabled me 
to make tactile examination of the pelvis and ureter. * * * But, 
like Dr. Durham at Guy’s Hospital, we were disappointed in our ex- 
pectation of finding a calculus. The organ seemed shrunken and soft, 
but was not interfered with, as the patient had enjoined that on no 
account the kidney was to be extirpated. * * The operation 
was well borne. * * * Patient greatly relieved * * * of 


pain and nausea. * * * Improvement lasted only six weeks. 
x i %9? 


It appears evident in both of these cases that the kidney 
was examined by hand and not cut open. Relief from pain in 
Gunn's case lasted six months. It is a great source of regret 
that no lesion was found in Durham’s case to account for the 
symptoms which existed so persistently for ten years. 


IV. Dr. Geo. A. Peters? saw in consultation with Dr. W. H. Van 
Buren, a male, zt. 36 years, good family history. From October, 1870, 
occasional hematuria, great pain in right lumbar region, pyuria, albu- 
men in urine but no casts. Diagnosis: Calculus pyelitis; nephrectomy, 
with possible extirpation of kidney was considered advisable. 

May 16, 1872, patient etherized; lumbar incision. Pus was found on 
opening kidney, but no stone was detected. Owing to extensive disin- 
tegration of kidney, it was taken out completely. Patient died. May 
19, post-mortem; no calculus found in kidney. 

V. Dr. John Duncan‘ reported the following cases: 

Case 1. Male, et. 46 years. For 15 years has had dull pain in 
lumbar region. which became very severe later. Diagnosis: Calculus 
in kidney; operation: lumbar incision; no calculus was detected. 


1Report on Surgery in 7ransactions of the Illinois State Medical Society, 1870. 
Chicago, p. 54. 
*New York Medical Journal, 1872, xvi, p. 473- 
3Edinburgh Medical Journal, 1881, xxvii, I et seq. 
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{Author thinks there must have been a stone, but probably such a 
small one that he failed to detect it.] 

VI. Case 2. Female, et. 32 years. After birth of last child had pain 
in bladder, hematuria, frequent micturition, pain in left lumbar region. 
Diagnosis: Probable calculus having given rise to an abscess. Opera- 
tion by lumbar incision; no calculus found, but a small portion of a 
transverse process of vertebra had been eroded. 

It would scarcely have occurred to any one that a carious 
transverse process might simulate a renal calculus, nor is it 
quite clear how it did so. 

VII. M. Le Dentu' operated upon M. X., zt. 55 years, who suffered 
from severe attacks of left nephritic colic, especially during the past 
three years, which were followed by the passage of uric acid sand, ex- 
tremely fine; no piece of gravel had ever been passed. For more than 
six months continuous pain, with a sense of impending colic, rendered 
it impossible for him to continue his occupation. Finally, the patient 
was obliged to remain in bed, or else to occupy an extension chair; 
walking induced much suffering. The left loin appeared larger and 
more rounded than usual. Percussion here awakened suffering, as 
did also pressure. No febrile phenomena existed. 

The kidney was exposed by incision; digital examination revealed 
nothing; acupuncture practised four or five times; a grating sensation, 
attributed to small sand; later a stone was believed to be struck. With 
Paquelin’s cautery, an incision, six or seven centimetres long, was 
made into the kidney, but no stone finally found. The wound healed, 
and complete cure resulted. 

The incision into the kidney, dislodgment of small sand and revul- 
sive action of the cautery are believed to have contributed to a cure, 
but the most credit is given to the incision. The enlargement of the 
loin is probably to be accounted for by a rigid condition of the mus- 
cles, in the same way that a rectus may be contracted in disease of the 
liver. 

VIII. Dr. Whipham and Mr. Haward? report the case of a female, 
zt. 56 years. good family history. Had much pain.on passing water for 
several years. In 1879 hematuria. * * * Since then no gravel 
passed. * * * Severe pain in left lumbar region, gnawing in char- 
acter. Mr. Haward was called in consultation, and as patient was 
suffering so severely, she was etherized, and an incision over the centre 


1Bulletin de Therapeutique, 1881, 101, p. 343. 
2Transactions of the Clinical Society of London, 1882, xv, 123. 
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DIVISION OF THE CAPSULE OF TH: KIDNEY. 


of swelling at about the level of the ant. sup. spine of ilium. * * * 
The finger passsed into the wound found a tortuous cavity, leading 
upward; septa were distinctly felt in this cavity, very suggestive of di- 
lated calices of kidney. Some fragments of lymph and some bloody 
fluid were squeezed from the wound, but there was no discharge of pus. 
A probe was then introduced, but no stone was found or even felt. 
* * * Drainagetube inserted. * * * ' 

(Note.—Patient died some time after, after a second operation for 
abscess about kidney.) 

IX. Mr. Lloyd! operated in the case of C. S., et. 29 years, mar- 
ried, female, who dated her illness from an attack ten years ago, char- 
acterized by sudden and excruciating pain in right loin, accompanied 
by vomiting. 

Shortly after this her urine smelt badly, and contained a yellow de- 
posit. She came under the surgeon’s care in February, 1881 ; chief 
symptoms were lumbar pain, increased by exertion, fetid urine, and 
frequent micturition. Under ether, nothing was found wrong with the 
bladder, uterus, or rectum. There was no lumbar swelling. Urine 
acid, and contained pus. January, 1882, on examining the right loin 
something was felt to slip under the fingers, she at the same time com- 
plaining of a sharp, stabbing pain. 

On admission she complained of severe pains in right loin, which 
extended from groin into the labium and down back of thigh; they 
were increased by exertion, and prevented her from walking any con- 
siderable distance. Urine alkaline faintly; sp. gr. 1014; gave reac- 
tion to guaiacum blood test. Microscope showed triple phosphates, , 
mucus, pus, shrivelled blood-corpuscles. She got thinner, and became 
slowly worse. 

December 25, 1882, kidney exposed; it was observed to rise and 
fall in respiration. No resistance could be felt init. It was punc- 
tured in three places with an acupressure needle, a gritty sensation at- 
tending the last puncture. The kidney was cut open and the pelvis 
explored with the finger, but nothing was found. Hemorrhage small, 
and ceased spontaneously very soon. 

The wound was closed, and recovery followed. March 8, 1883, pa- 
tient was going about her work without pain, but urine continues 
rather unpleasant. The operator says: ‘Whatever her disease is, I 
feel sure it is situated somewhere between the bladder and the kidney 
substance, and is out of reach of surgical investigation.’’ 


1Zancet, June 2, 1883, p. 948. 
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It does not seem clear but that this was a case of pyelitis on both 
sides perhaps. 

X. Clement Lucas! reports exploring for renal calculus by lumbar 
incision right side. No details of operation are given, nor are the 
symptoms related which induced the operation. No stone was found, 
and the wound promptly healed. The patient experienced relief and 
attributed it to the operation which he had undergone. Six months 
later the patient was under treatment for phthisis. Lucas believed 
that the patient had a strumous kidney. 

It goes without saying that a tubercular deposit might pro- 
duce irritation, pain, etc., and give rise to symptoms not dis- 
tinguishable from those induced by stone. 

XI. Mr. A. E. Barker? operated upon A.G.,zt. 9 years, who had been 
treated in three hospitals for renal calculus. ‘The symptoms are noted 
as “paroxysms of pain gradually increasing in intensity, and felt in the 
loin and tip of the penis. During the pain there is severe retching 
but no actual vomiting. The urine is not always bloody after the at- 
tacks of pain, but is usually lighter at first, and then becomes darker 
and darker and thicker, resembling pure blood at times ; micturition 
five or six times daily ; no history of increased frequency at any time.”’ 
The urine was acid, sp. gr. 1025, and contained oxalate of lime crys- 
tals with red and white corpuscles. The symptoms dated back three 
years. 

The kidney was exposed by oblique lumbar incision, examined by 
touch and then punctured in all directions about twenty times with a 

-long needle passed deeply. Nothing was discovered and the wound 
was closed. 

The wound bealed well and for several months great relief was ob- 
tained. The urine showed a little blood. Later pain recurred, but 
under treatment in hospital diminished, and the patient was dis- 
charged. 

No further news of the condition of the patient is known. 

XII. Z.R., et. 23 years, a farmer, was admitted to the Royal Infirm- 
ary on July 1, 1884.5 He had complained since he was 7 or 8 years of 
age of severe paroxysmal pain in the region of the left kidney, which 
came on quite suddenly, and frequently repeated itself during the day 
and night. About five or six years ago he passed a large quantity of 


\British Medical Journal, Sept. 29, 1883. 
*Lancet, Jan. 24, 1885, p. 141. 
SLancet, Aug. 22, 1885. 
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blood in his urine, after riding on a mowing machine. Often his urine 
was dark and smoky, and deposited at the bottom of the vessel a 
quantity of red sandy material. On admission he was troubled fre- 
quently with pain in the region of the left kidney. The urine was acid, 
sp. gr. 1028, and contained a little blood and mucus. Some days it 
was quite free from blood. Various internal medicines and external 
applications were tried, but with no beneficial results. So on August 
7, 1884, he was put under chloroform, an oblique incision about two 
inches long made at the outer border of the erector spine, and the 
kidney examined. As far as could be ascertained, the organ was of 
normal size, and no real calculus could be felt. A drainage tube was 
inserted and the edges of the wound united by silver sutures. The 
pain continued after the operation very much as before, and he was 
sent to the convalescent hospital September 20, 1884, in statu quo. 

XIII. H.H., aged 44,1! was admitted to the Royal Infirmary on 
Sept 1, 1884. For the past three years he had suffered from parox- 
ysmal pain of great severity in the region of the right kidney, which 
radiated towards the testicle of that side and towards the end of the 
penis. The pain, though liable to paroxysmal increase, frequently 
remained persistent for some time. He had on several occasions 
passed blood in his urine, and once or twice had noticed that his urine 
deposited a gritty sediment. Lately he has had a good deal of pain 
and tenesmus on defecation. On admission the patient complained 
of severe pain in the region of the right kidney, and of frequency of 
micturition. The urine was strongly acid, and contained much blood 
and pus. No stone could be detected in the bladder. On Septem- 
ber 25 he was put under chloroform and the right kidney explored by 
means of an oblique colotomy incision. ‘The organ appeared some- 
what enlarged, but nothing definite could be detected. An exploring 
needle was also introduced into the substance of the kidney, but with 
negative results. After the operation he seemed better. There was 
very little pain, and much less blood and pus were passed in the urine. 
About a month after the operation he began to pass a small amount 
of urine through the wound in the loin. The discharge of urine 
through this channel only ensued when he was lying down; when 
standing up the dressings remained quite dry, and had no urinous 
odor. On November to he was still occasionally passing urine through 
the wound, but had no pain, and only occasionally a small quantity of 
blood in the urine, with but a trace of pus. He then went home, and 
has since been lost sight of. 


‘Lancet, Aug, 22, 1885 
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XIV. Mr. Bennett May! reports a case of a female et. 23 years, 
strong, history of calculus in the family. In 1884 was suddenly 
seized with pain in right side; sickness, nausea and headache fre- 
quent recurrences. Pus in urine; later, blood. In May, 188s, 
voided, per vias naturales, a mulberry calculus the size of a pea. 
* * * Improvement. * * * Relapse in a few weeks, and 
much worse than before. * * * Exploration of kidney to 
find calculus through oblique lumbar incision. Careful ex- 
ploration failed to find stone. * * * Kidney was unusual- 
ly large, but healthy. Patient is now in guod health. The 
operation relieved patient of her sufferings. [Author does not say 
for how long]. 


I think it very likely that the symptoms referred to calcu- 
lus and held sufficient to justify exploratory incision were re- 
ally due to dilatation and inflammation of the kidney pelvis, 
which gradually passing away restored the patient to health. 

The following case presents many points of similarity: Mrs. 
T., zt. 25 years, after 18 months of suffering, indicative of the 
passage ofa stone along the ureter, voided by urethra an oval 
calculus which was said by the patient—a person of much in- 
telligence—to be half an inch in the short diameter. During 
the following two years the urine contained much pus and 
triple phosphate crystals, and discomfort in the loin was at 
times very severe. These symptoms improved gradually and 
finally the patient ceased to suffer any discomfort, although 
when last seen the urine contained pus. 


XV. Dr. Jordan Lloyd? had two cases. 

Case J. Female, et. 29 years, suffering from supposed calculus. 
Duration ten years. Right kidney affected. Lumbar shooting pains 
after exertion, no hematuria, pyuria for ten years, no tumor apparent, 
operation, lumbar nephrotomy. Pelvis of kidney explored with fingers, 
nothing discovered. Recovery. Left hospital 29th day, pain all 
gone. * * * Eighteen months later, recurrence of symptoms. 
Case ‘“‘as bad as ever.” [The operation was performed December, 19, 
1882]. 


1\Birmingham Medical Review, 1885, xviii, 246. 


2Table of kidney operations performed from December, 1882, to date (1886), 
Birmingham Medical Review, 1886, xx, 168-171. 
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XVI. Case ZX. [Of same table]. Male, et. 14 years. Left kidney. 
Calculus (?). Pain paroxysmal, in loin, groin and testis. One attack of 
hematuria three months previously. No tumor, no pyuria. Opera- 
tion, lumbar incision, October 2, 1882. Recovery. Left hospital 
nineteenth day. Wound healed. 

[No mention of stone being found, the (?) above probably used to 
indicate that one was supposed to exist but was not found]. 

XVIT. Under the care of Mr. Hulke,! on November 10, 1884, a 
tailor, zt. 19 years, was admitted to hospital, complaining of severe 
pain in left kidney. He saidthe pain began in the loin and darted 
into the testis which was drawn up, and also into the thigh. He de- 
scribed the pain as agony, the attacks quite disabled him, they doubled 
him up, etc. The first of these attacks, he said, occurred about 
twelve years ago. Four years later during a paroxysm, blood was first 
noticed in his urine, and this had occurred in some of the more recent 
attacks. 

On admission nothing abnormal could be felt in the left loin or 
abdomen, and he bore firm pressure on those parts when his attention 
was diverted from them. 

The urine wasclear and light colored, sp. gr. 1016; acidity and the 
average daily quantity were normal. 

November 15, the left kidney was explored by a lumbar incision and 
its dorsal and ventral surfaces examinined by touch with a negative 
result. The organ was next pierced in several places with a needle. 
No abnormal condition was detected and the wound was closed. It 
soon healed and on December 15, he was allowed to leave his bed. 
The patient expressed himself as feeling better at one time, as suffer- 
ing greatly at another. Later the former symptoms returned and in 
January he left the hospital disappointed because he could not have 
his kidney cut out. His further history is unknown. 

Mr. Hulke felt warranted in expressing the hypothesis that the 
patient’s disorder was purely neurotic. 

XVIII. Mr. Gilbert Barling? reported the following case: Male, 
et. 44 years. For a year suffered discomfort in left loin. Three 
months previous had attack of renal colic. with shivering and vomiting. 
No blood in urine. Patient returned to work, but had pain in lett loin. 
Patient stout and robust. May 2, had another attack of renal colic, 
and passed a uric acid calculus, long, rough and weighing 12 


1Lancet, Nov. 26, 1887, p. 1064. 
*Birmingham Medical Review, 1888, XXIV, p. 168. 
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grains. On August 22, author discovered a small, tender, hard swel- 
ling in the course of the left ureter, just where it crossed the brim of 
pelvis, which swelling he regarded as a small impacted calculus. In 
December it had disappeared. Patient being incapacitated from 
w ork, the operation was advised. On October 24, it was done by an 
ordinary lumbar incision, which was difficult, owing to stoutness of 
patient. The organ being exposed, its posterior surface and pelvis 
were firstexplored with the fingers, then the anterior surface. The 
organ was large and very firm. The kidney substance was punctured 
systematically by means of a hair-lip pin over its posterior surface, but 
no calculus was detected, although it was also carefully examined 
with a silver probe. No calculus found. No bad results from the 
operation. Free bleeding controlled by pressure. Wound stitched. 
Two drainage tubes inserted. Recovery rapid, highest temperature 
100.5. Patient up on the sixteenth day. Three months later he was 
about the same as before the operation, only much thinner. 

The author believes that the diagnosis was well founded, although 
no stone was found. He thinks failure to find stone in such cases may 
be due to one of three causes: 

1. The incision into kidney may have failed to open the pelvis of 
the organ, and the finger slipping up the renal structure from the out- 
side of pelvis may have produced a cavity, into which the sound 
passed. ‘This happened in a case described by one of my colleagues, 
whom | assisted in an operation; we both thought the pelvis had been 
opened, but it was subsequently found that the pelvis was greatly 
dilated, that it had not been opened, and that the kidney substance had 
been stripped off the pelvis, forming a cavity, into which the fingers 
and sound had entered, and that there was a calculus at the most 
dependent part of the dilated pelvis. 

2. Itmay be exceedingly difficult at times to be alsolutely certain 
that the pelvis has been opened by an incision. Supposing it opened, 
it may be possible that the stone has passed into the upper part of 
ureter. 

3. It may be found (the cause of failure) in the existence of that 
rare condition, a double pelvis, of which some curious examples have 
been described.” 

XIX. W.B., male, zt. 24 years, entered hospital under care of Dr. 
Shepherd! June 22, 1888, with severe pain in left lumbar region, shoot- 
ing down to the groin and left scrotum at times. His present affection 


1Montreal Medical Journal, vol. xvii, 3, 197-201. 

















DIVISION OF THE CAPSULE OF THE KIDNEY. 117 


dates back eight years, when he was suddenly seized with ago.izing 
pain in the region of the left kidney, radiating along the course of the 
ureter down to the scrotum and end of the penis. The left testicle was 
tightly drawn. The patient states that his water was decreased in 
amount from the beginning of the attack, high colored and deposited 
sediment; no blood was noticed. Micturition was frequent, a few drops 
being passed ata time. At the end of the second day the attack was 
suddenly and completely relieved. 

At the present time the patient enjoys apparent good health; sleeps 
poorly; complains of pain over the region of the left kidney, dull, ach - 
ing and constant. The sitting posture, with knees drawn up, affords 
some relief. The affected area is not prominent; deep pressure causes 
intense pain over the left kidney. 

Urine, 50 oz. per diem, amber-colored, acid sp. gr. 1026; slight 
trace of albumen; no bile or sugar; urea excreted 350 grs. daily. Pain 
and burning at end of penis complained of. 

The kidney was exposed by the usual lumbar incision June 27, and 
handled, but no stone was felt; a small incision was then made in the 
lower end of the kidney and the pelvis and calyces carefully explored, 
after Jordan Lloyd’s method. Nothing was discovered. The wound 
was closed and healed quickly. For a day or two after the operation 
pain was experienced, and again three weeks later—on this latter oc- 
casion lasting 48 hours and disappearing suddenly. 

August 13. Patient presented himself at hospital; he has gained 
flesh and feels well. 

XX. F. J, watchmaker, et. 21 years, came under Mr. Willliam 
Anderson’s! observation August 16, 1886. 

His symptoms, dating back 12 years, followed closely on am attack 
of rheumatic fever, and were characterized by sudden and acute pain 
in the loin, lasting about three hours. Two or three weeks later the 
paroxysm recurred, and was subsequently repeated with gradually in- 
creasing frequency and severity. Since 1884 the paroxysm was some- 
times accompanied by rigors and vomiting. Tne pain ex- 
tended into the groin, and occasionally to the testicle. Passage of 
blood with urine uncertain. No calculi passed by urethra. He had dis- 
continued his occupation on account of frequently recurring pain and 
increasing weakness. The urine contained oxalate of lime, cells like 
pus, occasionally amorphous phosphates, but no blood discs. 

September 1 the organ was exposed by the usual incision and noth- 


1Zancet, April 20, 1889, p. 776. 
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ing discovered by inspection and palpation. A small incision was made 
into the parenchyma and the finger introduced into the pelvis renalis. 
The calices were thoroughly explored and nothing discovered. The 
wound was closed. Consecutive hemorrhage took place; in ten days 
secondary bleeding occurred, and three days later recurrence was no- 
ticed. 

After various ups and downs, abscesses, etc., nephrectomy was done 
and complete recovery followed. 

XXI. Mr. Anderson! also operated upon Ellen T., female, zt. 24 
years, who stated that her symptoms began four years ago with an at- 
tack of hematuria, accompanied by severe pain in the right loin and 
groin. ‘The pain subsided in an hour, but traces of blood coloration 
were perceptible in the urine for two or three days. In a month the 
paroxysm recurred, and then with progressively shortening intervals 
until the time of admission. No calculi were ever passed. The gen- 
eral health of the patient began to decline shortly after the attacks of 
pain commenced. 

On admission the patient was in a condition of great nervous de- 
bility, thin and feeble, but not emaciated. On examination a point of 
deep tenderness was detected on the outer side of the right erector 
spinz below the last rib, and the urine was found to contain an abun- 
dance of exudation corpuscles. Thoracic and other viscera healthy; 
menstrual functions regular. Hzematuria, associated with severe lum- 
bar pain at short intervals, determined an exploration of the kidney 
which, after exposure, January 12, 1885, was carefully examined by 
palpation and acupuncture, but without discovering any abnormality. 
The wound healed in three weeks, and for two weeks subsequently the 
patient was free from suffering. Then relapse with recurrent attacks 
of hematuria lasted seven weeks; then the girl went home. Her health 
began to mend and with the restoration of strength the renal symptoms 
became less frequent, the last recurrence being in May, 1885. In Aug- 
ust, 1888, she was in good health. 


1Zancet, April 20, 1889, p. 775. 














OPERATIVE CURE OF A CASE OF ABSCESS 
OF THE BRAIN, CONSEQUENT UPON THE 
PROJECTION OF A SPICULUM OF BONE 
RESULTING FROM A COMMINUTED 
FRACTURE OF THE SQUAMA OF 
THE TEMPORAL AND PA- 

RIETAL BONES. 


By EDWARD VON DONHOFF, M.D., 
OF ATHENS, GA. 


| ENRY BULLOCK, et. about 35 years, an unsavory specimen 

of humanity, a native of the wilds of Georgia, presented 
himself to me on May 7, 1888, for examination and treatment for an 
injury received two years before. 

Previous history: Preceded by his mother, an active woman et. 
65 years, he shuffled into my surgery looking like a frightened idiot, 
and monotonously assented to the following history as detailed by his 
companion : 

In a drunken encounter with a brother the latter had beaten this 
man into insensibility with the butt of an army musket, using the same 
about his head and elsewhere on his body. No physician saw the 
wounded man until the following day, when his head injury was pro- 
nounced to be trivial; he had regained consciousness and complained 
only of some headache and of severe pain in the side and breast. The 
trouble about:the side was discovered to be due to a fractured rib, and 
that of the breast was due to fracture—undiscovered at the time—of the 
sternum, For the treatment of an issue situate at the latter spot he applies 
to-day, apparently unconscious of the gravity of the disease about the 
head. Since his injury he has maintained fair general health, but on the 
whole, has been deteriorating ; becoming more and more unable to 
work or rest comfortably. and having occasional fits of ‘fainting 
spells.” No untoward appearances marked his apparent recovery 
from his drubbing which, some two weeks after reception, was pro- 
nounced a slight matter by the district criminal court. 
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Present condition: The patient is of low, square stature, has short- 
cropped bristling hair and beard, and restless small black eyes, large 
mouth and thick lips, and a small broad nose completes his unprepos- 
sessing face. His complexion is sallow, whilst two bright red splotches 
cover—one on either side—his prominent malars. The initial steps 
toward an examination elicited a crying fit, which his mother explained 
was of frequent occurrence since he had become “so tetches like.” 
The condition of the sternum proved one of suppurating callus, and 
of no special significance. 

On and about the left parietal eminence and the zygoma I counted 
eight fistulous openings from which small quantities of foetid pus could 
be expressed. Examination with the probe revealed a detachment of 
the scalp over an area corresponding with nearly the entire left panie- 
tal bone and the squama of the temporal. The temporal fossa is ex- 
posed also. The scalp covering the described surface is boggy and 
three times its ordinary thickness. 

Treatment and progress: After the efficient action of a saline pur- 
gative, I proceeded, on the day following the examination, to operate 
as follows: A curvilinear incision, convexity downwards, beginning 
at the angle of the lambdoid and saggital sutures and running forward, 
just within the border of the hair, to the middle of the frontal bone 
above the root of the nose, was made. On lifting this flap—no dis- 
section necessary—the bone was found to be discolored characteris- 
tically and seamed with cracks in numerous directions, suggesting a 
cracked plastering on-an old wall. A little above the root of the 
zygoma and in a line with it was seen an irregular, jagged hole. By 
means of a rotary saw attached to a powerful dental engine—I prefer 
this to the trephine—I removed fifteen square inches of bone which, 
being lifted from its beds in detached fragments, proved to be ne- 
crosed and eburnated at points representing elevation, on the else- 
where deeply corroded surface. At the point corresponding to the 
hole described I drew out a spiculum of bone—a part of the squo- 
ma—14 inches in length, having a vertical direction to the brain 
substance in which, at this point, was an abscess cavity having 
a capacity of perhaps one ounce, fluid measure. From this cavity 
issued a quantity of thick, pasty, stinking pus. The dura as far 
as exposed, was very inuch thickened. Its visible surface was cov- 
ered with pus similar to that issuing from the cavity noted. The 
wound and exposed surfaces were cleansed with warm salt water. 
Drainage provided for and the line of incision closed with inter- 
rupted suture, the operation was finished. Outer dressing, lint 
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dipped in tepid salt water. Drs. Gerdine, Lawrence, Wade and 
Dozier assisted at this operation. The progress of the case was, 
with the exception of very insignificant rises in the temperature 
during the classical period of surgical reaction, uniformly good and 
recovery was practically completed in three weeks after the operation ; 
not only as regards the wound, but physically and psychically as well. 
The man rapidly gained flesh and in other respects was metamor- 
phosed. 


The interest attaching is quite apparent, but especially so is 
the fact that no special disturbance of brain-power is ob- 
servable in the case. Not even was the sense of hearing on 
the abscess side in the least modified. The only symptom of 
general significance was the severe nervous depression which 
bordered on imbecility. The physique of this man suggests 
the aptness of the parody of “the grave digger’ on the dura- 
bility of flesh. “Verily, this be a tough one—a tanner, may 
hap !”. 

It is most remarkable in the experience of the writer, that 
individuals with the “physique” characteristic of the class to 
which the patient described belongs, possess a degree of resist- 
ance to the visual effects of severe traumatism—surgical or 
accidental—which in a measure identifies them as a distinct 
variety of subjects; upon whom it is possible to do most se- 
vere operations with almost the certainty of obtaining cures. 

In connection with the spiculum described, it may be sug- 
gested that its direction upward, and the fact that no pressure 
was being exercised, accounts for the absence of usual symp- 
toms in similar injuries of cortical substance. 
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ON THE PRINCIPLES OF TREATMENT OF SUPPURATION IN CAV- 
ITIES WITH RIGID WALLS, WITH SPECIAL REGARD 
TO EMPYEMA OF THE PLEURA.! 


The treatment of acute abscesses in the soft parts is perfectly well 
established and consists in opening the abscess and allowing the pus 
to escape, and if the opening be not at the most dependent point, a 
second incision is made at that point. 

Entirely different is the procedure yet employed by many surgeons 
with regard to the treatment of suppuration in cavities with rigid walls. 
Such abscesses are opened late by a single incision at an unsuitable 
locality for drainage, and as all the pus cannot escape its removal is 
accomplished by more or less continual irrigation. This irrigation is 
tiresome to the patient and is a mechanical impediment to the healing 
process. 

A rational surgical procedure is, 1st, that every collection of pus in 
a cavity with rigid walls should be opened early; 2d, that the incision 
should be made at the most dependent point, and in large cavities be 
a double one; 3d, that the washing out should be restricted to the 
greatest possible degree. 

The suppuration in cavities with rigid walls is divided into two 
groups, first, that in which only one wall is rigid and the other is 
composed of an expansible organ, and, second, that in which the cav- 
ity is entirely, or almost entirely, surrounded by bone. 

I. Suppuration in cavities with only one rigid wall. 

The chief representative of this group is the purulent pleuritis or 


empyema, not only on account of its frequency, but also on account 


Prof. E. KurstTer (Berlin), Deutsche Medicin. Wochenschrift, Nos. 10, 11, 12, 
13, 1889. 
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of the large amount of fluid which is formed, and the dangers to health 
and life which accompany it. 

In empyema one of the walls is formed by the ribs and intercostal 
soft parts, the other the more or less compressed lung and the diaph- 
ragm, and besides, on the left side, the pericardium. The very large 
cavity at times remaining after the removal of the fluid can only be 
filled either by a diminution of the thoracic wall, or by a re-expansion 
of the lung, or by both together. The diminution which takes place by 
the moving upwards of the diaphragm on the one side, as well as the 
sinking in of intercostal spaces and the over-lapping of the ribs on the 
other, is not: inconsiderable, but does not suffice to close the cavity. 
And if expansion of the lung does not take place a cure can not be 
effected without artificially diminishing the thorax. 

The re-expansion of a compressed lung is not possible after a cer- 
tain time, which is longer in young people than in the aged. In the 
latter, the longest time is three or four months, whilst in children re- 
expansion occurs sometimes after the lapse of almost a year. Rational 
therapeutics must therefore strive for re-expansion of the compressed 
lung, and this is obtained by the earliest possible evacuation of the 
fluid and by making the incision at a point where the pus has a free 
and unopposed outlet. Physicians have, with more or less success, 
treated empyema by means of repeated puncture with a trocar, but in 
1875 Roser made a plea for treating the disease by resection of the 
rib ;! this was followed by Bumm and Koenig. The latter, at the Ger- 
man Surgical Congress of 1878, made a plea for the treatment of em- 
pyema by the resection of the mb, or the operation now known as 
Estlander’s, which was only published by that author in 1879. 

In 1877, in his book entitled “ Five Years in the Augusta Hospi- 
tal,” Kuester laid down the following principles: 

1. In fresh empyema, where prompt re-expansion of the lung is 
expected, a double incision is made and short drainage tubes are in- 
troduced. 

2. If the empyema be older and re-expansion of the lung retarded 


the ribs sink together and compress the drainage tube; it is necessary to 


1Centralblatt f. Chirurg. No. 38, 1875. 
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resect a neighboring rib, better the one near the posterior wound, in 
order to prevent retention. The rib should be resected at the lowest 
point in the back. 

3- In thoracic fistula which give only very slight hope of re-ex- 
pansion of the lung, it is necessary not only to look out for free drain- 
age, but also to reduce the size of the thorax, and to accomplish this 
one or two ribs are resected on the anterior and one or two on the 
posterior side of the chest. This operation is, as a rule, very easy, as 
the thickened periosteum is easily loosened from the bone. The 
wound is to be treated openly with the introduction of a drainage tube 
transversely through the chest. Subperiosteal resection of a rib in a 
child is generally followed by complete bony reproduction. 

These rules have been but little altered by Prof. Kuester; the 
only alteration is that in early empyema he now resects a rib, because 
retention may occur. 

He lays particular stress on seeking out the most dependent point in 
the back, because only in this way will troublesome manipulations be 
avoided. 

The mode of procedure employed by Prof. Kuester is as follows : 
In a simple case after a preliminary exploratory puncture he makes an 
incision on the anterior side of the thorax, in the fourth or fifth inter- 
costal space along the upper border of the rib, and while the pus is 
freely escaping he passes a long probe in the thorax and seeks the 
most dependent point and then presses on the probe so that its point 
will be felt in the intercostal space, he then resects a piece of the su- 
perjacent rib. If on opening the pleura a pocket is seen between the 
diaphragm and chest wall the incision is prolonged downwards and 
outwards and enough of the rib is resected till the diaphragm is on a 
level with the opening. The incision should be large enough to allow 
a good view into the thorax. 

After washing out the cavity with a solution of salicylic acid and 
removing the fibrinous clots with a sponge, a long dratnage tube is 
passed through the two openings and fastened externally. Iodoform 
gauze is placed loosely in the wound and a moss dressing is applied, 


which rarely needs to be changed before a week. In eight days the 
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transverse drainage tube is removed and is replaced by a small one 
introduced at the posterior wound. If the lung expands rapidly the 
case will be cured in from three to six weeks. 

If the case should be one of encapsulated empyema, the lower bor- 
der of the collection of pus is made out by physical examination or 
exploratory puncture, and a rib is resected at the most favorable point 
for drainage. Ifthe collection of pus is not very large one incision 
will suffice, because the cavity can be loosely packed with iodoform 
gauze. 


The most difficult conditions are found after long continued suppu- 


ration, attending either a thoracic or bronchial fistula. Here it is nec- 
essary to considerably diminish the size of the thorax, as the lung will 
not re-expand, or will do so only very slowly. He treats these cases 
by resecting the rib above and below the fistula, he then examines the 
condition of things within the thorax, and resects one or two ribs at 
the posterior and most dependent point, and passes a drainage tube 
transversely through the chest. Drainage here is of special import- 
ance and must be maintained till the chest cavity has retracted. This 
retraction does not always take place, and secondary resections have 
to be made. In those cases where the lung has retracted into a mass 
the size of the fist a cure cannot be accomplished even when, accord- 
ing to Schede’s method of thoracoplasty all the available mbs have 
been resected, for the scapula, clavicle and first rib form a vault which 
can not be filled. But the resection of a few ribs, at the lowest point, 
will form a permanent fistula and greatly improve the condition of the 
patient. 

Dr. Kuester maintains that every case of empyema is an indica- 
tion for operation, even when occurring in markedly tuberculous pa- 
tients. 

He has operated in all on 109 cases, including some old cases of 
bronchial and thoracic fistule. His results are as follows: Complete 
cure in 60, or 52.04% of cases; not cured 17, or 15.59%; died 32, or 
29.35% of the cases. Only 6 deaths were directly due to the opera- 
tion, viz., collapse 3, abscesses which had been overlooked 1, exces- 


sive suppuration 1, poisoning by carbolic acid r. 
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On dividing his cases into the six following groups the results are 
much better than appear at first glance. 

1. Non-complicated cases of empyema operated within the first six 
weeks, 44; cured 35, or 79.54%; improved 3, or 6.81%; died 6, or 
13-37%: 

2. Non-complicated cases operated on later, 12; cured 8, or 
66.66%; improved 2, or 16.66%; died 2, or 16.66. 

3. Previously improperly treated cases with thoracic fistule and 
profuse discharge, 15; cured 7, or 44 66%; not cured 3, or 20%; died 
5, OF 33%. 

4. Empyema with gangrene of the lung, 2 cases; cured, 1; died, 1. 

5. Complicated cases with carcinoma, noma, meningitis, diphtheria 
and smallpox, 5; cured, 1; died, 4. 

. Complicated cases. Tuberculosis, 31; cured, 9, or 29.03%; im- 
proved, 9, or 29.03%; died, 13, or 41.93%. 

The latter group of cases is of special interest, for most all physi- 
cians give phthisis as a contraindication tor the operation of empye- 
ma, but the relief afforded to the patient is so great that the operation 
is worth trying, even at great risk. 

Kuester’s statistics are the largest yet published, and he claims that 
his method of treatment, though it appears severe, causes the least in- 
convenience to the patient. The objections which can be urged 
against his operation are the difficulty and danger of its performance, 
the minuteness of the after treatment, and finally the permanent dam- 
age to the chest wall, which it causes. 

He claims that the operation can be easily performed by any physi- 
cian, and that the time consumed should not be over 4 minutes on a 
child, and 6 to 8 minutes onan adult. The dangers of the operation 
are partly from hemorrhage, but this can be easily controlled by for- 
ceps and ligature, and partly from the sudden escape of the fluid, but 
he has never seen any danger arise from this source. One of the 
dangers on which he lays special stress is the one from narcosis; for 
all persons who have suffered from empyema for a long time have a 
weak heart, and the functions of such a heart are easily abolished. 
The danger is increased when the patient is turned over on the healthy 
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side, as the expansion of the chest is interfered with on that side; to 
obviate this, as much of the fluid as possible should be evacuated 
through the anterior incision before the patient is turned over in order 
to make the counter incision, or, still better, he has operated on some 
of his patients in the sitting posture. 

The after-treatment is perfectly simple, for the outflow is so perfect 
that a change of dressing is not required very often, and there is no 
need ofa daily washing out of the cavity. A dressing may be left on 
for a week. 

There is not much danger of permanent deformity after resection of 
a rib, especially in children, where the bone is most always completely 
reformed. The deformity, if any, is not due to the resection, but toa 
retraction of the thorax wall on the affected side, caused, in a great 
measure, by a contraction of the contents of the cavity, which con- 
traction cannot be prevented. 

Prof. Kuesterr hopes that within the next 10 years his treatment of 
empyema will have found general adoption. 

II. Suppuration in Cavities Completely Surrounded by Rigid Walls. 
In these cases the cavities are lined by a mucous membrane, and a 
cure can not be effected till it returns to a normal condition, or by its 
destruction by cicatrization. The greater the difficulty with which the 
pus escapes, the longer willsuppuration be kept up. And the dryer a 
mucous membrane is kept the quicker willit return to normal condi- 
tions. 

The first type of the above mentioned condition is empyema of the 
antrum of Highmore. There are at present three operative methods 
for the treatment of this condition. Opening the antrum through an 
alveolus, or attacking it on its facial surface, or opening it through the 
inferior nares (Mikulicz’s method). Fraenkel is in favor of the last 
method for the reason that the others involve opening into the 
mouth, and hence particles of food may enter into the antrum. 

There are two important objections to the operation of opening into 
the antrum through the nasal passage; first, a thorough examination 
of the antrum is not possible, and second, as the opening is not at the 
most dependent part, good drainage is not secured. 
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The opening of the antrum by removing some of its external or. a 
cial wall is the best method and is perfectly easy; it can be made of 
any desired size, and, moreover, in the upright position of the patient 
it is the best for drainage. The only objection is the possible en- 
trance of food or that at times a permanent fistula remains between 
the mouth and antrum. 

To prevent this Kuester makes a subperiosteal resection in the fol- 
lowing manner: He makes a small muco-periosteal flap with the base 
directed upward, and reaching from the root of the first premolar 
tooth to that of the first molar; he then opens the antrum either with a 
knife or a small chisel and the bony ridge above the bottom of the 
cavity is removed witha gouge. The cavity is then washed out thor- 
oughly and loosely packed with iodoform gauze, and in a few days the 
tampon is replaced by a fine drainage tube. The periosteal flap has the 
advantage that it can be turned down in place and will heal rapidly. 
If a small fistula should remain it can easily be touched with the cau- 
tery, or a plate covering the gums can easily be made by a dentist, 
and all food particles will be effectually prevented from entering the 
antrum. 

Suppuration of the Frontal Sinus.—He advises in this condition the 
following mode of operation. The opening of the sinus over the supra- 
orbital ridge, seeking for its duct, which opens in the middle meatus of the 
nose, and if this is not found,making an artificial opening from the bottom 
of the sinus into the nose by means of either a fine trocar or a sharp 
spoon, introducing a drainage tube in this opening. and leaving it in 
position for some days, and finally replacing it by a strand of silk, so 
that a permanent fistula is formed. 

Kuester has employed this method in two cases and has obtained 
excellent results. 

F. C. Husson. 
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CHEST AND ABDOMEN. 


I. A Case of Resection of the Rib and Pleura, for an 
Osteochondrona of the Rib. By P. Riesenretp (Hamburg). 
The author reports the follow interesting case which was operated on by 
Dr. Alsberg, in the Jewish hospital of Hamburg, in July, 1888, when 
a portion of a rib and a piece of the pleura about the size of a silver 
dollar were removed on account of a new growth. The patient a 
female zt. 22 years, was admitted to the hospital July 16, 1888. 
Previous history good. In April, 1888, patient noticed on the left 
side of chest a small swelling about the size of a walnut, which swel- 
ing steadily increased in size, but caused no pain or interference with 
the general health. 

Examination shows a delicate woman. On the left side of the 
thorax, on the eighth rib between the anterior and middle axillary line, 
is a tumor which reaches above into the seventh and below into the 
eighth intercostal space. This tumor is about the size of a goose egg, 
and is hard and immovable; its surface is smooth in some parts and 
roughened in others. The skin overthe tumor is freely movable and 
not painful on pressure. 

The operation was performed on July 15. Flaps consisting of skin 
and muscular tissue were made and the eighth and ninth ribs exposed. 
It was then seen that the tumor surrounded the eighth rib. The perios- 
teum over the eighth rib was dissected away for a distance of five 
centimeters in front and behind the tumor, and the bone was then cut 
through. The tumor was found to be adherent to the pleura, and a 
portion of the latter had to be cut away, and air entered into the chest 
cavity. 


a 
The pleural sac was not washed out. The wound was closed by 
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deep and superficial sutures,a strip of iodoform gauze having pre- 
viously been inserted at its lower angle so as to insure drainage. An 
iodofoim gauze and moss dressing was then applied. The pulse 
remained good throughout the operation. 

The evening of the operation the patient complained of dyspnoea 
which increased steadily and was followed by a cough on the second 
day. The evening of the third day the temperature rose to 38.6°C. 
and the pulse to 140, but this rapidly subsided under proper thera- 
peutic measures, and from the sixth day the pulse, temperature and 
respiration were normal. 

On the fourth day the dressing was changed and the strip of iodo- 
form gauze replaced by a drainage tube, which was removed on the 
tenth day. 

In four weeks the patient left the hospital completely cured, and lung 
having completely expanded again. 

Up to the time of writing, 7. ¢., six months later, there is no return 
of the disease. 

Microscopical examination of the tumor showed it to be an osteo- 
chondroma, and in one place there was some mucous tissue. 

The author has only been able to collect in literature sixteen cases 
where the nb and pleura were resected on account of new growths. 
Five of these cases terminated fatally — Deutsche Medicinische Wochen- 
schrift, No. 16, 1889. 

% 

II. A Case of Subphrenic Echinococci. By Kar_ LOEBKER 
(Greifswald). Ata meeting of the Greifswald Medical Society. the 
author reported the following case, which he considers not only interest- 
ing from its rarity, but also on account of a laparotomy being per- 
formed in the presence of a general peritonitis. 

The patient, a woman et. 33 years, had suffered from occasional 
pains in the right hypochondriac region, for the past nine years. Four 
years ago she suffered from a jaundice which lasted several weeks and 
was accompanied by severe pains in the night side. In September, 
1888, she had another attack of jaundice, accompanied by fever, and 


then for the first time she noticed a swelling in the hypochondriac 
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region. This attack of jaundice lasted two days, and was attended 
with severe pains, especially in the lett side, and radiating to the arm 
and shoulder. The swelling, which rapidly extended to the left side 
was painted with iodine. On November 18, the patient had severe 
fever, and great swelling and tympanitis of the abdomen. On Novem- 
ber 21, she was seen by the author, and he diagnosed an echinococcus 
cyst with general peritonitis. The heart impulse was superficial and 
accelerated 130°, respirations rapid and shallow. Temperature 
39.6°C, Abdomen greatly distended and extremely tender. The right 
hypochondrium and epigastric region were rendered prominent by a 
swelling which extended downward nearly as far as the umbilicus. On 
' the right side of the chest the percussion dullness extended upward to 
the fourth rib, on the left side the cardiac dulness was merged in that 
of the tumor. The lungs appeared normal. The abdominal swelling 
was resistant except over a small area in the epigastrium between the 
xiphoid appendix and the left curvature of the ribs; here the pains 
were especially severe and distinct fluctuation was felt. 

These symptoms made the writer believe that there was a suppurat- 
ing subphrenic echinococcus cyst situated specially over the anterior 
portion of the convex surface of the liver, and that it pushed this organ 
downward and the diaphragm upward. Aspiration of the fluctuating 
point yielded a yellowish pus detritus but no hooklets. 

The author then proceeded to do a laparotomy; an incision was 
made frcm the highest point of the epigastrium, to the left of the 
xyphoid appendix, downward fora distance of ten centimeters, dividing 
the left rectus abdominalis. On opening the peritoneal cavity a large 
quantity of a cloudy serous fluid escaped. The margins of the perito- 
neal incision were immediately sutured to those of the skin. The left 
lobe of the liver which now presented in the upper angle of the wound 
was transfixed by a loop of thread. The ribs being pushed upwards 
the liver was forced down by the fingers, so that the loop corresponded 
to the lower angle of the wound, at which point the loop was drawn 
through the abdominal wall and securely tied. Thusthe cysts which 
were still covered by liver substance were exposed at the upper part of 


the wound. Distinct fluctuation was present and a trocar allowed the 
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escape of a small quantity of fluid, but the canula soon became 
occluded. The liver was then stitched by additional sutures to the 
margins of the abdominal wound, and the abdominal cavity shut off as 
much as possible. The cysts were then opened by an incision of the 
size of theabdominal wound. About two litres ot purulent finid con- 
taining numerous vesicles escaped immediately, and a large portion 
of the mother sac was removed. 

The cyst occupied the area between the diaphragm and the liver, 
extending upward on the right side to the level of the fourth rib, but 
not going so high on the left. 

The cavity was irrigated with a luke-warm boro-salicylic solution , 
till the fluid returned perfectly clear. No drainage was used, but a 
large antiseptic dressing was applied over the wound. 

The patient was somewhat collapsed after the operation, but 
recovered. There was only slight fever the next day, but this soon 
subsided and the patient made a successful recovery.— Deutsche Med. 
Wochen. No. 1888. 


III. Two Cases of Echinococcus of the Spleen. By Dr. 
FEHLEISEN (Berlin). Ata recent meeting of the Surgical Society in 
Berlin, the author, presented two cured cases of echinococc us of the 
spleen. The first case was that of a woman et. 38 years, who had been 
operated on in November, 1886, by Prof. Bergmann. The patient 
had been complaining of pain in the left hypochondriac region, 
radiating into the lumbar region, when in August, 1883, she discovered 
a movable tumor about the size of the fist. situated immediately under 
the ribs, on the left side. This tumor continually increased in size, and 
at one time was diagnosed by a physician as an ovarian tumor with a 
long pedicle, owing tothe extreme mobility of the growth. When the 
patient was first seen by Bergmann, she had a smooth, freely movable, 
indistinctly fluctuating tumor about the size of man’s head, occupying 
the left side of the abdo.nen. Exploratory puncture gave a clear 
fluid containing some hooklets. Examination under an anesthetic 
showed that the tumor was not connected with the genitals, liver or 
kidneys, so that it could be pretty positively diagnosed as a hydatid 
floating spleen. 
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Floating spleens being in themselves painful and dangerous, Prof. 
Bergmann resolved to extirpate the tumor. This he did on 
November 5, 1886; and the operation, which was extremely difficult 
owing to the numerous adhesions of the cyst to the intestines and 
mesentery, confirmed the diagnosis. The patient made a good recov- 
ery: No change in the composition of the blood has been discovered 
since the operation. The blood was normal before the removal of the 
spleen and has remained so ever since. 

Excision of the spleen is rare. Up to the end of 1887, Adelmann col- 
lected only 54 cases, 37 of which were followed by death, and of the 
17 cured cases, only 8 or g have been carefully followed up. Pean, 
in two successful cases, one of cyst, the other of hypertrophy, a few 
weeks after the operation found a marked increase of the white and 
a diminution of the red blood globules. Czerny, (floating spleen,) 
found no changes in the blood, only a transient swelling of the 
lymphatic glands. Credé, in his case (cyst), found the blood normal 
before operating; after removal there was a marked diminution of the 
red, and an increase in the white blood corpuscles; there was also an 
inflammatory swelling of the thyroid gland and general disturbances of 
nutrition, but everything returned to normal condition four months 
and a half after the operation. Frangolini (leukemic hypertrophy) 
found before operating that the white blood cells were increased five 
fold; four months after removal of the spleen the blood was normal. 
Billroth (sarcoma) observed in the third week after the operation an 
increase in the white blood cells. In Albert’s case, (hypertrophied 
floating spleen), before operating, the relative number of red blood cells 
were to the white blood cells as 1,600,000 red to 26,000 white in 1 c.cm. 
of blood; three weeks after the operation the relation was 3,600,000 red 
to 12,000 white in the same amount of blood. Donat (floating spleen 
with previous intermittent fever) found before operation that the 
relation of the white to the red globules was as 1 to 250, six months 
after as 5 6 to 10,000. Martin (floating spleen) states that the exami- 
nation of the blood in his case, both before and after the operation 
showed nothing abnormal. 


In the case where Trendelenburg removed the normal spleen during 
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an operation for the extirpation of a retro-peritoneal sarcoma, the 
progress during the first three weeks was favorable, but later on there 
were disturbances in the nutrition of the patient; the blood was 
examined at three different times and found hydrzmic, but without an 
increase in the number of white cells. The patient died a short time 
after, having suffered from cedema of the lower extremities. 

Bergmann’s case is the second in which the spleen was removed for 
a hydatid cyst. The first case was operated on by Koeberle in 1873, 
but ended fatally. 

The second case was operated upon in February, 1888. The patient, 
a boy et. 11 years, complained for the past 3 years of lancinating pains 
in the splenic region. One year ago, the mo.her noticed a tumor 
which was painful on pressure. The pains increased very much, and 
in January, a tumor of the spleen, about the size of an orange, was 
found; this tumor fluctuated distinctly, and was diagnosed as an hydatid 
cyst. The diagnosis was confirmed by an exploratory puncture. On 
February 25, the cyst was exposed and sewed into the wound, -but 
adhesion tothe abdominal wall did not take place. Four days later 
the cyst was incised and its contents evacuated, and found to contain 
numerous hydatids. Healing took place rapidly. 

Solitary echinococci of the spleen are rare. Mosler in 1884 col- 
lected 30 cases, 12 of which had been accidentally discovered at post- 
mortem examinations, and the remaining 18 had been diagnosed during 
life—Deutsche Med. Wochenschrift, No. 49, 1888. 


IV. The Operative Treatment of Tubercular Peritoni- 
tis. By F. Sparta (Hamburg). ‘The writer reports four cases of tu- 
bercular peritonitis, treated by laparotomy, in Dr. Prochownick’s 
clinic in Hamburg. The patients were all females between the ages of 
32 and 43. 

The symptoms differed greatly in the four cases, but in all the in- 
guinal glands on both sides were considerably enlarged. In every 
case tubercle bacilli were found. The author thinks this very import- 
ant, for many cases of chronic disease of the peritoneum, which at first 


sight appear to be tubercular, are found on microscopic examination 
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to be nothing more than a peritonitis with a nodular formation, a sim- 
ple lymphomata of the peritoneum. To these errors of diagnosis may 
be attributed in some cases the unsuccessful results of laparotomy. 

So far, little attention has been paid to the demonstration of tuber- 
cle bacilli in the excised pieces. Thusin forty-one of Kiimmel’s cases 
the results of the microscopical examination are only mentioned in 
eleven cases, and in only five of these were bacilli reported present. 
Of the writer’s cases, one died of collapse five days after operation, to 
which condition a marked atrophy of the kidney contributed in a large 
degree. The second case died of acute phthisis three months after 
operation. The third case died of intestinal tuberculosis, and the 
fourth is now dying of the same disease. 

The unfavorable results can not be attributed to the operation. 

The author terminates his paper with the following conclusions: 

1. In primary tuberculosis of the peritoneum without implication of 
other organs, laparotomy may act as a curative agent and is to be rec- 
ommended. 

2. Intuberculosis of the peritoneum where the female genitals are 
involved in the process, the operative treatment has not given any 
satisfactory results. 

3. In tuberculosis of the peritoneum due to a tubercular enteritis, 
the operative treatment is only palliative. 

4. In genital tuberculosis, unaccompanied by peritoneal tuberculo- 
sis, early radical operation isto be urged. The indications for opera- 
tion are not readily determined, owing to the almost impossibility of 
making a bacteriological diagnosis before laparotomy. 

5. Primary tubercular peritonitis is a much rarer form of disease 
than has heretofore been thought. Hence care should be exercised 
in making a diagnosis, and a bacteriological examination of every case 
should be made.— Deutsche Med. Wochen., No. 20, 1889. 

F. C. Husson (New York). 


V. Extirpation of the Spleen. By Dr. NikoLal SoKoLorr, 
(St. Petersburg). The author has collected from international litera- 


ture, 65 cases of total splenectomy for various morbid states of the organ, 
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with 24 recoveries and 41 (63.07%) deaths. Ofthe number, in 20 cases 
the operation was performed for leukemic enlargement, with 1 recov- 
ery and 19 (95%) deaths; in 22, for hypertrophy of various origin 
(including malarial), with 4 recoveries and 18 (81.8%) deaths; in 13 
for floating spleen, with 11 recoveries and 2 (15.38%) deaths ; ig 4 for 
cysts, with 3 recoveries and 1 death; in 2 for hydatid, with 2 recov- 
eries; in 2 for sarcoma, with 2 recoveries; in 1 for suppuration (re- 
covery), and in 1 for amyloid disease (death). 

Analyzing the biological aspect of a “‘spleenless state” of the ani- 
mal organism, as well as the individual groups of the cases operated 
upon [which include, beside those collected by Adelmann (Arch. f. 
Klin. Chirurgie, vol. 35), the cases reported by Roswell Park (AN- 
NALS OF SURGERY, Nov., 1888, p. 380), J. McCann (Jéid, May, p. 
394), Liebmann, Kocher, Orlowski, (Gazeta Lekarska, 1887), Wright, 
McGraw (2 cases), Lawson Tait, Spencer Wells, Maas], Dr. Soko- 
loff lays down the following general postulates: 1 The spleen repre- 
sents a highly important organ directly connected with the formation 
of hemoglobine [as has been pointed out by Ehrlich, and Bizzozero 
and Salvioli, and proved especially by Vinogradoff who, experimenting 
on dogs, invariably observed a steady and permanent decrease in the 
proportion of hemoglobine; vide the Vratch, Nos. 6 and 7, 1883]. 2. 
The operation of total removal of the organ im man is both practi- 
cable and, under certain conditions, justifiable. 3. Leaving aside trau- 
matic lesions of the spleen, splenectomy may be justified and indi- 
cated in the following cases: a, new growths; 4, cystic degenerations; 
c, echinococcus; @, severe (but not mild) forms of wandering spleen. 
4. A: primary hypertrophy of the spleen does not occur in reality ; 
hence it cannot possibly constitute an indication for the operation. 5. 
As to any secondary enlargement of the organ, as caused by malaria, 
various diseases of the liver, heart, lungs, blood-vessels, etc., they 
should be altogether discarded from the list of indications for splenec- 
tomy. ‘The surgeon should always keep in his mind, a, an enormous 
mortality from the operation ; 4, possibility of involution of the mor- 
bid process (as in malarial cases), and c, the fact that even an en- 


| arged or partially degenerated spleen continues to carly out its highly 
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important biological functions (including the utilization of such highly 
organized materials as pigment). [It is very interesting to note, in 
connection with the subject, that Professor S. D. Kostuerin, of 
Kharkov, has observed in spleenless dogs the development of multi- 
ple vicagious small-sized spleens, situated in the major omentum and 
supplied with Malpighian corpuscles, reticular stroma, etc.; in short, 
having a genuine splenic structure. The author notes that 
the fact establishes a perfect morphological analogy between the omen- 
tum and a lymphatic gland. Vide the Transactions of the Third Gen- 
eval meeting of Russian Medical Men, at St. Petersburg, No. 4, 1889, 
p- 132.—Ed.]—Zjenedelnaia Klinitcheskaia Gazeta, 1889, Nos. 13, 
14, 15, 16 and 17. 


VI. Extraction of a Needle from the Rectus Abdominis. 
By Professor Timorese! I. BoGomo.Lort, (Gatchina, Russia). A young 
seamstress sought the author’s advice on account of incessant (day 
and night) circumscribed pain in the left hypochondrium, which had 
appeared about 54 years ago, after she had pricked herself with a sew- 
ing needle during a struggle with a fnend of hers. She had loudly 
screamed out from most intense pain at the time, but, on searching 
about her body and dress, found only a broken ear of the needle, 
its remaining portion having disappeared without trace. Since that mo- 
ment she had been tormented with an acute pricking pain at a point 
slightly to the left from the linea alba and in 44 fingers’ breadth above 
the navel,increasing on her bending forward or to the left side and mak- 
ing her unable to work with the sewing machine. She had been ex- 
amined by a number of surgeons, but invariably with negative results; 
then she had applied to as many physicians who had diagnosed some 
‘‘reflex affection” as well as “gastric disturbance,” and treated her ac- 
cordingly. ‘The pain, however, had persisted, the girl gradually be- 
coming highly nervous and emaciated. On examining the painful 
spot, Professor Bogcmoloff at once detected the presence of a “thin, 
thread-like hard cord,’”’ deeply embedded in the left rectus abdominis. 
Having opened (under ether spray) the sheath of the muscle, he suc- 
ceeded (not without difficulty) in extracting a fragment of a blackened 
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needle, 14 cm. long, which was very firmly jammed between muscular 
bundles. The wound was closed with six sutures and dressed anti- 
septically to heal kindly in four days. The girl’s inveterate ‘reflex af- 
fection” disappeared “as if by magic.” —A/editzina, No. 13, 1889. 


VALERIUS IDELSON (Rerne). 


VII. Onthe Early Operative Treatment of Perityphli- 
tis Stercoralis from Perforation of the Vermiform Appen- 
dix. By C. Krarrr (Lausanne), Ud pus, tbt evacua. This ap- 
pendix occurs in man, the ourang outang and the wombat. but is 
absent in all other omnivora. Its purpose is still unknown. 

Its form and position and various mechanical causes occasion the 
stoppage of excrement in its canal ; this forms concretions, etc. 

The forms of perityphlitis without definite signs of phlegmon or ab- 
scess have always been treated on general medical principles. Krafft 
essays to prove that the treatment of perityphlitis belongs to the do- 
main of surgery, and that a positive cure free from relapses is only to 
be expected from operative treatment. This will not seem as radi- 
cal if we recall two well settled facts; first, that present methods do 
not prevent recurrences; second, that perityphlitis is always accom- 
panied by the development of a pus-depot. He urges that a person 
who has apparently recovered from a perityphlitis appendicularis is 
ever after in danger of a relapse, or worse, of aperforative peritonitis, 
Of 106 cases which he has seen and collected, 24 had had previous 
perityphlitis and this number must be below the reality. This had us- 
sually been from 1 to 3 years previously, in one case 20 years. 

In childhood perityphlitic abscesses frequently undergo resorption, 
but in adult life rarely. 

As to the second fact he states that of the above 106 cases an au- 
topsy was made in 84, and that in each of these an ileo-czcal abscess 
was found ; an operation was done on 8—without any symptom of ab- 
scess or phlegmon—and pus found in each, whilst in the other 14 the 
abscess discharged simultaneously into the caecum or elsewhere. Au- 
topsies after perityphlitis show that the etiology and anatomical course 


of the disease is very typical and nearly always the same. Matter- 
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stock found perforation of the appendix in 132 of 146, and amongst 
children in 37 of 49; Fenwick (1884) found it in 113 of 129, anda 
neighboring abscess in 16. The perforation is usually at the free 
end, but when at some other point it may be circular, and, so to speak, 
amputate the appendix. The cause is usually a fecal concretion—63 
times to g foreign bodies in Matterstock’s 146 cases; 27 times to 3 
foreign bodies in his 49 children; 36 times to 4 foreign bodies in Krafft’s 
own 106 cases, whilst frequently they become lost in the pus. In size 
these calculi range from that of a lentil to that of a bean. Chemical 
analysis (Volz, 1843; Bierhoff, 1878) shows as components, phosphate 
of lime, magnesia, carbonate of lime, cholesterin, traces of chlorine 
and of sulphur. 

The appendix often becomes adherent to neighboring organs. Toft 
found traces of inflammation in one-third of all cadavers between 20 
and 70 years, also ulceration of the appendix in 5 % of all. The ab- 
sorbing surface of the appendix is very large in proportion to its lumen 
thus favoring fecal solidification. The solitary follicles yield a lime 
containing secretion; additional layers form; thus the calculus enlarges, 
becomes incarcerated, interferes with the blood supply, and causes ul- 
ceration. Cherry-stones, beans, orange-pits, etc., are the decided 
exceptions ; a plum-stone cannot pass a normal Gerlach’s valve, and a 
cherry-pit can only be introduced with great difficulty. Before per- 
foration and the certain formation of an abscess, adhesions have 
formed, usually sufficient to prevent a general peritonitis. The omen- 
tum in the region of the right iliac fossa is thickened and adherent 
to overlying loops of intestine. Commonly there are several small, 
flattened, more or less separated abscesses containing fecal pus. 
Uusually 1-3 to 1-2 the length of the appendix lies in the retro-cecal 
cell-tissue, though frequently it projects wholly into the peritoneal cav- 
ity, still this question is of little moment since fixation in the iliac fossa 
has usually preceded. 

Operative methods are briefly discussed. The writings of Deahna, 
Mahomed, Edward Bull and Gaston are used to support the prophecy 
that in a few years every retro-cecal abscess, even after the subsidence 


of all symptoms, will be opened, the appendix tied and excised. Still 
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at present operative indications require an absolutely certain diagnosis 
of the perityphlitis and the presence of severe symptoms. He urges 
great care in palpation of the abdomen, the avoidance of purgatives 
and clysters, the possible importance of rectal examinations. 

As to time of operating he cites Fitz’s figures of average duration 
in fatal cases (Am. Jcur. Md. Sci. 1886, Oct.). In general it may be 
said that if the diagnosis of perforation is certain, the operation can 
not be done too soon, but is often done too late. He prefers the 
typical incision for ligation of the right common iliac as giving more 
room than that of Mahomed for the external iliac. 

Progress slowly through the more or less indurated tissues, cut 
always toward the iliac fossa, avoid opening the peritoneum if possible, 
tie the appendix at its root and sew the stump to the bottom of the 
wound, leave a large drain reaching to the bottom of the cavity, irri- 
gate daily. If the peritoneum is injured, it must be sewed up and then 
gives, as to danger of the peritonitis, the same prognosis as extirpation 
of the rectum with opening of the peritoneal cavity. 

Volkmann adds a note that last summer he and Dr. Krause oper- 
ated by free incision in two cases, finding the concretion and securing 
a rapid cure in each.— Volkmann’s Klin. Vortrage, No. 331, Jan. 15, 
1889. 


WILLIAM BROWNING (Brooklyn). 


VIII. Ether Irrigations in Strangulated Hernia. By Dr. 
Anna J. BRUSTEIN (Moscow).—The author describes the case of a 
woman with an incarcerated umbilical hernia, of the size of a man’s 
fist, in whom, after all ordinary procedures for reduction had failed, 
she resorted to the irrigation with a small jet of ether, at the same 
time continuing the taxis manipulations. In 3 or 4 minutes the reduc- 
tion was effected with stnking ease. In common with Drs, Zeine- 
mann [who has been extensively practicing the method since 1882, 
and that with invariable success; vide the Wiener Medizinische Blaet- 
ter, No. 2, 1882.—Ep.] and E. Birt (Zamcet, May 4, 1889), Dr. 
Brtstein believes that the main action of local etherization should be 


attributed to a great rapid contraction of the intestinal coat, as well as 
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of volume of the hernial gaseous contents, which is caused by the 
evaporation of ether, accompanied by a great loss of heat.— Novosti 
Terapii, November, 1888. 


IX. Ether Irrigations in Strangulated Hernia. By Dr. 
Ivan N, DRrakIN (Kharkov).— Lhe author eulogizes ether irrigations 
as an excellent means for reduction of strangulated hernia. He simply 
pours a teaspoonful of ether over the hernial tumor every quarter or 
half hour, keeping it covered with compresses during the intervals. As 
a rule,after 3 or 4 tablespoonfuls, the intestinal loops slips down 
into the abdominal cavity by itself; in some cases, however, slight 
pressure should be applied. In the case of incarcerated scrotal her- 
nia, it is advisable to irrigate with a mixture of ether (20 parts) and 
hyoscyamus oil (4). When applied sufficiently early, the method is 
said to give most brilliant results. [As far as the European Continent 
is concerned, the method was first introduced by Dr. Finkeln- 
stein, of Jassy, in Roumania, who published in the Berliner Klin- 
ische Wochenschrift, July 14, 1882, 54 consecutive cases successfully 
treated by him after the plan during 11 years. _It appears, however, 
that Dr. F. P. Atkinson, of Surbiton, has resorted to taxis under the 
ether spray even as far back as 1865; vide the Lancet, May 4, 1889, p. 
gti. In Russia, Finkelnstein’s method was successfully employed by 
Drs. N. Krasovsky, of Salobeliak, in 2 cases (London Meaical Record, 
April, 1884, p. 149); A. Filatoff, of Riajsk, in 1 (ibid, May, p. 197; 
D. V. Bartosz, of Romny, in 17 (¢d7d., April, 1885, p. 148). In the 
Lancet, April 27, 1889, p. 836, Dr. H. W. Marett Tims, of London, 
has described a case of femoral hernia reduced by aid of ether spray. 
The author asking about information on the subject, Dr. Ernest Birt, 
of Wakefield, stated (#d7d., May 4, p. gto) that he applied the proce- 
dure in several cases of his own and found it equally effective in all.— 
Ep.] Proceedings of the Kharkov Medical Society, 1888, No. 10. 


X. On Radical Cure of Inguinal Hernia by Barker's 
Operation. By Dr. Samui, O. GRUSENBERG (St. Petersburg).— 
Dr. Grusenberg, house-surge+n to the Obiikhovsky Hospital for Men, 


describes eleven cases of inguinal hernia, admitted between March 
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and Cctober, 1888, in which Professor Arthur Barker’s radical opera- 
tion (Briti:h Medical Journal, December 3, 1887, and ANNALS OF 
SuRGFRY, July, 1888, p. 14) was performed by Dr. A. S. Troianoff and 
himself. The cases refer to patients zt. from 19 to 45 years, belong- 
ing mostly to working classes and suffering, seven from strangulated 
and four from reducible hernia. In several patients there existed 
various complications, such as hydrocele, firm and extensive omental 
and intestinal adhesions, gangrene of the bowel (requiring resection), 
alcoholic delirium, etc. The operation was performed under antisep- 
tic precautions. It must be also added that, 1,in every one of the 
cases the hernial sac was excised (and was left zm situ, as in Barker's 
case); 2, instead of Liston’s needle an ordinary curved one was em- 
ployed; 3, except one case where catgut was used, only silk sutures 
were inserted. Theafter-period ran its course imvariably very well. 
In six cases the wound healed fer primam (including the catgut case); 
in five, er granulationem. In one case only relapse occurred; in the 
remaining ten the results left nothing to be desired; the patients re- 
turned to their hard work (carrying great weights, etc.), and on re- 
peated examinations, showed no signs of any hernial protrusion, in 
spite of their having discontinued wearing the truss. The general 
conclusions arrived at by Dr. Grusenberg (as well as by all his col- 
leagues of the Obiikhovsky Hospital) may be summed up thus: 

1. Barker’s operation represents actually a radical procedure, since 
by obliterating the inner ring, it prevents abdominal viscera penetrat- 
ing into the inguinal canal and incarcerating in the latter or the outer 
ring. 

2. The operation is characterized by extreme simplicity and techni- 
cal ease, while being quite safe. 

3. It should be performed in all cases of herniotomy.— 7ransactions 
of the Third General Meeting of Russian Medical Men at St. Peters- 
burg, No. 8, 1889. 


XI. Laparotomy for Hepatic Tumor. By Dr. Nixotar P. 
ENGELHARDT (Smolensk, Russia) —An emaciated inn-keeper,-zt. 28 
years, of drinking habits, applied on account of a gradually increasing 
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abdominal tumor, associated with occasional local pain, anxiety, nau- 
sea, hiccough and constipation. On examination, the right hypochon- 
drium was found to be occupied with a movahle, smooth, elastic, ‘as 
if fluctuating,”’ globular tumor, apparently connected with the liver. 
An exploratory tapping withdrew only a few drops of a_ blood-stained 
fluid. Notwithstanding this fact, a hydatid of the liver was diagnosed 
by Dr. Engelhardt and his five colleagues, and laparotomy, with open- 
ing the supposed sac, was resolved upon. Accordingly, an incision, 8 
centimeters long, was made, commencing 3 fingers’ breadth from 
the costal arch and running down along the outer edge of the rectus 
abdominis. The peritoneum was found much thickened and exten- 
sively adherent to the liver. The false membranes having been di- 
vided ard the parts explored, not a trace of any hydatid or any tumor 
could be detected. ‘The liver proved to be quite smooth, though con- 
siderably enlarged. A trocar plunged deep into the latter removed 
nothing but alittle blood. Having washed out the peritoneal cavity 
with a waim carbolic soluticn, the author inserted a drainage tube and 
closed the wound with carbolized silk sutures, including the peritone- 
um. Theafter-course was most satisfactory. The wound healed fer 
primam aboutthe 7th day (except the drainage site which united by 
granulations). Curiously enough, the patient’s state strikingly im- 
proved in all regards, which circumstance was ascribed to a relief of 
portal congestion brought about by the operation. [It seems likely 
that the author had to deal with a case of wandering liver.—Eb.].— 
Proceedings of the Smolensk Medical Society for 1888. 


XII. Case of Penetrating Stab-Wound of Abdomen, 
With Prolapse of Omentum. By Dr. Lazar I. OsHEROVSKY 
(Siikhiim Kalé, Russia).—A peasant boy, et. 9 years, of middling make 
and nutrition, when playing with his mates, was accidentally stabbed by 
a knife in his abdomen. His parents put a dirty rag on the wound 
and bandaged his abdomen with a towel, after which the boy returned 
to his play. On the next day; however, he commenced to complain 
of intense pain which was found to be caused by *‘something” protrud- 


ing frcmthe stab. Family surgical wit being eahausted, his father 
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took the patient on horse back and galloped to the author’s lazaretto, 
cen miles distant. Examination revealed a wound, 3 centimetres long, 
situated in the epigastrium, in two fingers’ breadth fron the typhoid 
cartilage, somewhat to the right from the median line. A _ conical 
dark blue piece of the omentum, about 3 centimetres long, covered 
with mud, was found to be tightly strangulated in the wound. The 
part was washed out with a o.1% corrosive sublimate solution, 
and then with a 3% carbolic one, and returned (tairly easily) into 
the abdominal cavity, after which the stab was closed with five in- 
terrupted silk sutures, including the whole thickness of the wall. The 
wound was powdered with iodoform and dressed after Sclifasovsky’s 
method with iodoform gauze, varnished paper and gauze roller band- 
age. The after-course was excellent. The sutures were removed on 
the ninth day, when the wound was found healed per primam. Ina 
fortnight the boy was discharged well and sound. The favorable is- 
sue is attributed to strict antiseptic precautions. Dr. Osherovsky em- 
phasizes the fact that a protruding omentum may be successfully re- 
turned into the abdomeneven after having been out and in con- 
tact with mud and dirt for 48 hours. He quotes similar cases pub- 
lished by Gédévanoff (ANNALS OF SURGERY, August, 1888, p. 140), 
Beklemisheff (#+7d, p. 146) and others.— Proceedings of the Caucasian 
(Tiflis) Medical Society, 1889, No. 16. 


VALERIUS IDELSON (Berne). 


ULCERS, ABSCESSES, TUMORS. 


I. The Transplantation of Large Strips of Skin in Cru- 
ral Ulcers. By Dr. K.S. Sirpernik (Lebedin, Russia), The 
author adduces two cases of inveterate large crural ulcers accompan- 
ied by intense infiltration and ulceration of subjacent muscles, in which 
he successfully resorted to Maas’ autoplasty, that is,to the trans- 
plantation of large pieces of skin from the patient himself. In one 
case the ulcer measured 15x13 cm.; it was covered with a strip cut out 
from the patient’s opposite leg, and having the size of 19x13 cm. In 
the other patient, a similarly extensive surface was covered with lat- 
eral flaps from the same leg. Dr. Silbernik lays down the followin ; 
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general propositions: 1. In neglected large and deep ulcersof the 
leg (so often met with amongst peasants and artisans, as far as Russia 
is concerned), the best treatment consists in transplanting large strips 
of skin from the patient’s own person, which often allows saving of 
the diseased limb (the other alternative being amputation). As to 
ordinary means, they are either wholly useless, or, even if cicatri- 
zation is obtained, the scar proves to have a pronounced tendency to 
breaking down and ulceration. 

2. Of the two methods of autoplasty the transplantation of lat- 
eral flaps from the neighborhuod of the ulcer is less complicated and 
less laborious, and causes less discomfort to the patient. However, 
the procedure is practicable only a, when the ulcer is situated longi- 
tudinally, and 4, when the integuments in its neighborhood are healthy. 
On the whole, the choice of this or that plastic method should be de- 
termined by peculiarities of the individual case.— Zvransactions of the 
Third General Meeting of Russian Medical Men at St. Petersburg, 
Nos. 2 and 8, 1889. 


II. Incisions in Atonic, Callous Ulcers of the Leg. By 
Dr. Ivan A. PRAXIN (St. Petersburg). The author “warmly recom- 
mends a simple method of treatment successfully practised by him in 
atonic crural ulcers with sclerotized edges. The method consists in 
making multiple dry radial incisions penetrating through the whole 
thickness of the edge, and situated so that the inner third of each in- 
cision divides the granulating bottom of the ulcer, the middle one its 
edge, and the outer third the adjacent healthy skin. The distance be- 
tween the incisions should be equal approximately to two or three 
breadths of the edge. To secure gaping, plugs should be inserted into 
each wound for a few first days. When treated after the plan, callous 
ulcers, varying in size from a penny piece to a half ofthe palm, 
are said to heal as swiftly as any simple ulcer, provided their neigh- 
borhood is free from inflammatory cedema and venous congestion.— 
Transactions of the Third General Meeting of Russian Medical Men 
at St. Petersburg, No. 8, 1889. 


VALERIUS IDELSON (Berne). 
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III. The Iodoform Treatment of Tuberculous Abscess 
with Especial Reference to Spondylitic Abscess. By Prof. 
P. Bruns (Tubingen). Prof. Bruns has tested the iodoform injections 
upon upwards of 100 cold abscesses. These abscesses resulted in 
different cases from disease of the vertebral column or sternum 
(caries). In order to test more completely the action of iodoform 
alone, the vehicles for the iodoform were glycerine or olive oil, the lat- 
ter (1-10). Twenty cases were treated with injections of iodoform and 
glycerine. The remaining cases were injected with the oily solution 
of iodoform. In smaller abscesses a period of two to four weeks 
passes before any noticeable change in the size of the abscess occurs. 
In larger abscesses four to eight weeks elapse before any noticeable 
improvement takes place. The author calls special attention to the 
above facts. Two to four months elapse before a complete cure re- 
sults in larger abscesses. He gives the details of some of the cases 
treated in this manner. In some cases the amount of pus evacuated 
at various sittings (twelve in some), amounted in toto to 5,000 c.cm., 
showing the large size of some of the abscesses. The amount of the 
injection, at intervals varying from three to four weeks, was in some 
cases 30 grammes of the iodoform solution to 100 grammes in others. 
Of 12 cold abscesses treated thus, 10 were fully cured. The dura- 
tion of treatment varied from two to six months. The author has col- 
lected from a search of the literature 35 spondylitic psoas aDscesses 
treated by iodaform injections; 24 of this number were completely 
cured, 5 improved, 4 unimproved, and in 2 the result remains un- 
known. The author concludes from these figures and his own exper- 
ience that the iodoform treatment of these abscesses is most encourag 
ing —Beitrage f klinische Chirurgie, Bd. 4, heft 1. 


Henry Kop ik (New York). 


IV. The Curative Effect of Erysipelas Upon Tumors. 
By P. Bruns (Tubingen). The author gathered and criticised 
the notes upon the literature of this subject, 22 cases, including 
one of his own, of melano-sarcoma of the breast, in which 
a final cure followed an attack of erysipelas. Out of 5  sar- 


comata, 3 were permanently cured, whilethe other two were dimni- 
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ished in size, but soon returned to their former size. Failure followed 
in 6 cases, in which the diagnosis between carcinoma and sar- 
coma was not definitely settled, as also in 2 cases of ulcerative 
epithelioma. Cure is reported as having followed the invasion of ery- 
sipelas in cicatricial keloid and lymphomata. 

Attempts at cure of inoperable tumors by the inoculation of ery- 
sipelas have been made by W. Busch and Fehleisen, with but partial 
success. Janicke (Centralblatt f. klinisch. Chirurg., 1884) ob- 
tained positive results in mammary carcinoma. 

Not only the above class of cases, but chronic diseases of the skin, 
venereal sores, etc., have been benefited by the invasion of erysipelas, 
but fatty degeneration and resorption of the cellular elements, according 
to the author, have occurred spontaneously in the course of typhus, 
pyemia, etc. It is to be regretted that we have no reliable means, 
despite the use of pure cultures, of inoculating erysipelas. This is shown 
by 2 cases (von Bruns and Biedert), which, despite repeated attempts 
at inoculation, resisted the influence of erysipelas—Beitrage zur 
klinisch. Chirurg., Bd. iii., heft 3. 

G. R. FowLer (Brooklyn). 


V. The Morton Lecture on Cancer. By Sir SPENCER WELLS 
(London). Perhaps the most salient feature of Sir Spencer Well’s ad- 
dress is the statement he makes as to the increasing prevalence of 
cancer, more particularly in the male sex in middle life. Making 
every allowance for increase of population, for better registration and 
more careful diagnosis, he states that the cancer mortality in England 
and Wales has increased during the last 26 years (1861 to 1887) from 
360 to 606 per million, and a similar but not so marked an inerease 
has occurred in Ireland, Scotland and New York. The importance of 
such a statement as this is sufficiently obvious, and Sir Spencer Wells 
devoted a considerable part of his lecture to the discussion of these 
figures. After a brief allusion to the latest contributions to the eti- 
ology of cancer (particularly Scheuerlen’s so-called cancer bacillus) the 
lecturer proceeded to deal with a few practical questions. Thus, with 


regard to amputation of the breast, he advised complete removal of 
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the whole organ in every case of cancer, unless the growth was small 
and close to the margin of the gland or only affected outlying portions 
of the gland. Nor is it necessary to remove the breast in those cases 
where there is an axillary tumor but no growth in the breast itself, as 
these probably belong to a special class of tumors originating in the 
sweat glands. 

As regards treatment, the lecturer expressed his disbelief in any so- 
called cure by caustics, and devoted the remaining part of his lecture 
to the consideration of the best method of operating in cancer of the 
uterus. He is in favor of extirpation by. the vaginal method, and 
quotes statistics more particularly from Olshausen to show how suc- 
cessful this method is. 


J. ANDERSON SMITH (London). 


VI. A Case of Primary Sarcoma of the Supra-Renal 
Capsule. By Dr. Cart Bartu (Vienna). Primary carcinomata and 
sarcomata of the supra-renal capsule are extremely rare, and but few 
cases have been published. 

The case was as follows: Jos. L., wt. 55 years, laborer, came in 
the hospital on October 14, 1888, on account of an abdominal tumor. 
Up to two years ago the patient was quite healthy; then he had an 
attack of pneumonia from which he recovered perfectly. Last June 
he began to complain of pain in the left hypochondrium, which radi- 
ated towards the thorax, but no backache. In August he noticed a 
distention of his abdomen, and one month later a growth in the region 
of the stomach, which gradually increased, and felt harder at first than 
now. His appetite diminished, and he complained of nausea, but no 
vomiting ; but ingestion of food caused no special inconvenience, and 
no change in the volume of the tumor. No jaundice, bowels consti- 
pated; never passed blood at stool. Patient has emaciated consider- 
ably. 

Examination of patient shows a well-built man, extremely thin, of a 
generally muddy complexion. Pulse and respiration somewhat accel- 
erated. Thorax is a little bulged out in its lower part. Heart and lungs 


normal. Above and a little external to the right nipple are two small 
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lumps about the size of a pea. Abdomen prominent; the skin over it is 
tense and cedematous; veins on the left side enlarged. The resistance is 
increased, especially in the epigastrium and in the left mesogastrium; no 
localized pain. Distinct fluctuation in lower part of abdomen. In epi- 
gastrium there is an elastic tumor about the size of a child’s head, 
which is limited above by the xyphoid process, and ends in a sharp 
hard bunch at four fingers’ breadth from the umbilicus. On the left 
side the tumor fills up the whole hypochondrium and ends about a 
hand’s breadth under the ribs. The position of the tumor is not 
altered by respiration. There is besides this, in the left mesogastrium 
a horizontally-running cord, which feels like a distended intestine. 
Percussion over this gives a hollow note which merges directly into the 
tympanitic note of the surrounding intestine. The spleen dulness 
which begins at the 6th rib cannot be limited to the right and below. 
Examination of the blood shows nothing abnormal. 

On October 16 the patient complained of severe paroxysmal pains, 
which only ceased by bending the body completely forward, and 
for this reason the patient keeps this position continually. 

October 18. Tumor in epigastrium feels softer and fluctuates dis- 


gives clear blood, somewhat mixed 


tinctly. Exploratory puncture g 


with fat. Microscopical examination reveals besides blood discs, some 
pigment granules. 

November 2. Patient has‘emaciated considerably and is somewhat 
cyanotic. ‘Temperature, 35°C. 

November 3. Cyanosis has increased. Patient unconscious. Tem- 
perature 35°. Died that evening. 

The autopsy showed a medullary sarcoma of the supra-renal cap- 
sule together with sarcoma of the liver. The sarcoma was of the 
small spindle cell variety. 

One of the symptoms which was for a long time held as a charac- 
teristic of disease of the supra-renal capsule, namely, the bronze color 
or pigmentation of the skin, was entirely wanting in this case. A 
symptom not often mentioned in the books, but which is found in Ad- 
dison’s disease, that is, the low or subnormal temperature, was present 


in this case. 
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Experiments in animals have shown that removal of the supra renal 
capsule causes a constant lowering of the temperature. In the light 
of these experiments and with the reports of cases of Addison’s dis- 
ease, a constant subnormal temperature should give rise to the thought 
of disease of the supra-renal capsule.— Wiener Med. Woch., Nos. to 


and 11, 1889. 
F. C. Husson (New York). 
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I. Detachment of the Carpal Epiphysis ofthe Ulna. By 
J. Hutrcuinson, F.R.S. (London). Mr. Hutchinson relates the case 
of a young man who, in early life, had sustained an injury to the wrist 
resulting in detachment of the carpal epiphysis of the ulna. The con- 
sequences being arrest of growth of the ulna, the radius growing natu- 
rally has pushed the hand over to the ulnar side, producing a perman- 
ent deformity. No precise diagnosis was made at the time of the ac- 
cident, though probably the carpal epiphysis of the ulna was detached, 
rare as this is. 

Similar deformities are occasionally seen at the ankle joint, due to 
injury to one or other of the epiphysis.—J//ustr. Med. News, Nov. 
17, 1888. 


J. ANDERSON SMITH (London). 


II. On Flexure of the Femoral Neck in Adolescence. 
An Undescribed Trouble. By Dr. E. MiiLLER (Tiibingen). This 
refers to a class of cases of which he has observed several within a few 
years, and yet of which he couldfindno mention. The course of the 
affection is as follows: In persons of 14 to 18 years, without special 
cause or from a slight injury, there develops a painfulness of one hip, 
then limping gait, too easy fatigue and gradual shortening of this 
leg. The symptoms are not very rapid or severe. The 
patients are otherwise healthy. There is no shortening from trochan- 
ter to external malleolus, but the trochanter is 2 or 3 cm. too high. 
There is no swelling. The leg is slightly rotated outward, extended or 
slightly flexed at the hip. Motion at the hip, especially flexion, is but 
sliohtly limited, more so rotation and abduction. In one case where 
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flexion and extension were considerably limited, it became quite free 
and without friction under narcosis, showing that the caput was in a 
healthy joint; abduction and rotation were still impeded. The short- 
ening, then, must depend upon a pushing up of the diaphysis on the 
epiphysis, 7.¢. upon a diminution of the angle between shaft 
and neck of femur. A separation of the epiphyseal line is excluded. 

Exsection in one case demonstrated these points. The femoral 
neck seemed to have been pressed down as though of soft material; its 
upper line was lengthened (from 3'/,to 7 cm.) horizontal, whilst its 
lower line was shortened (from 4 to 1'/.+). The joint cartilage was 
intact. The epiphyseal line was a sharp curve convex toward the 
joint, the whole effect resembling that in an impaction fracture. This 
explained the imperfect abduction even in narcosis. 

The inner architecture is correspondingly altered. The Adams’ arch 
is very materially thickened: The compact bone on the inner side of 
the femoral neck was 1'/, cm. thick. The arrangement of the lamellz 
in the spongiosa was modified in the same sense, 7. ¢., to support the 
new lines of pressure. There was nothing abnormal in the consistency 
of the bone, in its surface or joint cartilage, nor microscopically any- 
thing characteristic. As to the nature of the process he rules out os- 
teom alacia, ostftis deformans and osteomyelitis, and decides for an ir- 
regular late form of rachitis, as Mickulicz has done for genu valgum 
(deformity from overloading), though real proof is wanting. Four 
cases and a drawing from a section of the removed head of the femur 
accompany the article—Bruns: Beitrage f. klin. Chirg., 1888, Bd. 
iv., hft. i. 


III. The Final Results of Knee-Joint Resections Since 
the Introduction of Antiseptic Wound Treatment and Ar- 
tificial Blood Constriction. By F. Hitzecrap (Kiel). The former 
mortality of 50% was reduced by these agencies to 20%, then to 13%, 
and since the use of permanent dressings so far that fatal cases are the 
exception. Equally favorable is the proportion of cures. Yet despite 
these successes various German surgeons have advocated arthrec- 


to my (for tubercular gonitis) instead, on account of functional results. 
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He here gives the results, immediate and late, of the cases, 115 in all, 
operated in Esmarch’s clinic from 1874 to 1884 inclusive. _ Brief de- 
tails of each case are given, including in many those found by Mensing 
(Dissertation, Kiel, 1883). 

Of these 115 resections, 102 were typical, 4 partial and g cuneiform 
(for angular ankylosis). The trouble was, in 102 chronic gonitis, in 9 
ankylosis from previous chronic gonitis; in 1 each osteomyelitis, shot- 
injury, rheumatic polyarthritis and purulent gonitus. As to etiology in 
the 111 cases of tubercular gonitis, 79 were spontaneous, 23 from fall 
or blow, 2 each from stab, over-strain and tibial ostitis, 1 each from 
scarlatina, distorsion and throwing a stone. Hereditary disposition 
proven in 43, absent in 39, questionable in 17, unstated in 12. There 
were 62 males and 53 females. All but 4 were under 30 years. The 
result was in 84 (73%) a cure—11 of these after secondary amputa- 
tion; in 25 (21.8%) an imperfect cure, 7. ¢., a fistula remaining—1 of 
these after secondary amputation; in 6(5.2%) death in hospital. The 
21 from the time of the typical Lister dressing show 14.3% of fatal 
cases, whilst the 94 since the use of permanent dressings show only 
32%. 

In his region the synovial form exceeds the ossal. Somewhat at 
variance with Volkmann, he finds that in youth, up to,17 years, the 
primary synovial exceeds the ossal (36 to 24), whilst in those older the 
reverse occurred (14 to 18). The duration of treatment in the 73 
cured cases averaged 85 days. 

As to the /ater results of the overation, he has hunted up 63 of the 
cases—some discharged as cured, others as not cured —in all of which 
at least two years had passed since the operation, the average being 
51/2 years. In these subsequent years 4 have died, 2 from tubercu- 
losis after 8 and 2 years; 1 trom acute fatty liver; 1 from sarcoma. 
There were 8 rve/apses requiting further operation, all in children of 
from 3 to 14 years at first treatment. These occurred after '/, to 6 
years, 3 falling in the second subsequent year. 

The usefulness of the resected limb was good to excellent in 50 
(91%), poorin 5. The general health was undisturbed in 48; 1 suf- 
fered from epilepsy, 1 presented dulness at apex of one lung, 2 had 
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fistule. In 3 mobility of the joint was stated, 1 of these having been 
only a partial resection. In 34 of 61 (56%) the limb remained straight; 
in 19 slightly flexed; in 3 more flexed; in 2 varus; in 3 valgus. Of the 
22 more or less flexed, 16 were at an angle before the resection. Of 
the 19 slightly flexed 2 were so when discharged. 

Angular ankylosis might be entirely avoided by wearing protective 
dressings until bony union had occurred. But as this may not occur 
for some years, in children, everything should be done to secure it. 

1. Prevent relapses by removing all that is diseased. 

2. Place the largest possible surfaces of sawed bone firmly in appo- 
sition. 

3. Stimulate bone formation by mild prolonged irritation. 

4. Prevent too long inactivity, that the bones do not become osteo- 
porous and unable to carry the body weight. 

For the first of these demands he defends, against Volkmann, the 
elastic constriction. The second and third demands are met by long 
nails driven through the soft parts and bone soas to fix the ends. 
These remain 4 or 5 weeks and exert a continuous irritation, From 
the 5 years that this has been practiced he has 33 cases with 19 (58%) 
permanently straight, whilst of 28 previous cases there are 15 (54%). 

A subsequent /engthening of the resected extremity was observed in 
only 1. Slight shortening is the rule in patients from 1 to 10 and from 
18 to 50 years old; moderate shortening (6 to 16 cm.) in those from 11 
to 17 years old. By a comparison of the shortening with the patient’s 
height he makes out (partly by a mistake in his percentages) that a 
relatively small shortening is the far more frequent result. He con- 
firms former investigations in that the danger of retardition in growth 
is proportional to the size of the exsected wedge. 

He finally emphasizes the good results of this operation as now per- 
formed, and predicts its further usefulness. | Various tabular compari- 
sons with other reports, old and new, are given, as also a series of il- 
lustrations including views of the bone and its section from an old case. 
—Mittheilungen a. d. chirurg. Klintk cu Kiel. iv, 1888. 


WILLIAM BROWNING (Brooklyn). 
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IV, Multiple Fractures and Softening of the Bones in 
Infants. T. Cotcotr Fox, M.R.C.P. (London). Multiple and 
more or less symmetrical fractures are usually met with in infants in 
association with rickets, and may also occur combined with separa- 
tion of the epiphyses, in severe cases of infantile scurvy. Hereditary 
syphilis may also cause fragility and softening of the bones, generally 
close to the cartilages. In some cases of rickets considerable change 
may occur in the diaphyses, whilst the changes about the epiphyses 
may be very little marked; although, of course, as a rule these latter 
are much more marked than the former. 

Fractures, especially if complete, are often overlooked in these 
cases, partly from the fact that their presence does not give rise to any 
great additional pain, partly to the fact that crepitation is seldom ob- 
served, there is no great callus thrown out, and partly from the general 
softness and flexibility of the bones masking the separation. Dr. Fox 
then relates the following case: 

F, G., zt. 16 months, prostrate, wasted condition; enlarged liver and 
spleen; clavicles much bent, flattening at upper part of chest; humer- 
us bent out and forward, and fractured about middle of the shaft; leg- 
bones straight and not fractured. Wrists and ankles hardly, if at all, 
enlarged, but showing rickety changes in microscopic section. Ribs 
beaded on the minor aspect. Skull thin and craniotabetic in patches, 
no bones. All the bones very sott and easily cut. Death two days 
after admission. 

No history of syphilis, and the child was suckled up to four months, 
and then fed on artificial foods. 

The next case is somewhat similar, only that the child was older 
(2 years), and that she recovered. In her case both femora, forearm 
bones and right clavicle were fractured 

Lastly Dr. Fox relates a case due to syphilis,in a child et. 8 
months. Here the changes took place chifly at the epiphyses, caus- 
ing separation, there also appears to have been a fracture 14 inches 
below the great trochanter of the left femur,—//lustr. Med. News, Oct. 


1888. 
J. ANDERSON SMITH (London). 
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V. Fractures of the Cervical Vertebre and their Cure. 
By E. SonNENBERG (Berlin). At a meeting of the Berlin Medical 
Society, January 23, 1889, Sonnenberg showed an extremely rare 
specimen of a healed fracture of the cervical vertebre. It wasa 
fracture of the bodies of the sixth and seventh cervical vertebra. The 
latter is completely crushed, and the former is split into several pieces, 
which have penetrated into the body of the seventh cervical vertebra. 
Quite considerable dislocation had taken place, in such a way that a 
knob about 24 cm. long and 14 cm. wide protruded into the vertebral 
canal. Alongside of this knob there is a furrow, in some places 13, 
and in others 15 mm. wide, which evidently received the spinal cord. 
The cervical spine had undergone a rotation from left to right and 
formed an obtuse angle with the dorsal spine. The patient acquired 
the fracture by a fall from a tree, and was brought into the hospital 
paralyzed. The paralysis of the lower extremity lasted quite a time, 
but gradually improved, and then disappeared completely, so that the 
patient could earn his livelyhood as a porter. The case shows that 
fractures of the cervical vertebrae can heal, notwithstanding marked 
dislocation. Notwithstanding the severe bone injury there was no di- 
rect injury to the cord, only a compression, and this probably only by 
an extravasation of blood. Leaving out fractures of the first and 
second cervical vertebra, there are on record 16 well-authenticated 
cases of fracture of the vertebree when autopsy years after showed the 
correctness of the diagnosis, and in no case was the damage to the 
bone as extensive as in this one. 

Paraiyses after fractures of the cervical vertebra are extremely irreg- 
ular both in the way they appear and in their course. Even in the 
cases in which death occurs a short time after the accident it is not 
nescessary for the paralyses to come on immediately, on the other 
hand paralyses may come on and the case go on toacure. The re- 
corded cases of late and gradual paralyses are due to the formation of 
a gradual dislocation, or by the gradual increase of a blood extravasa- 
tion, and by their agencies sudden death may be caused. 

It is to be remembered that the cervical canal is relatively very 


large, and in the beginning, a slight dislocation or extravasation need 
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not cause any symptoms of compression.—Deut. med. Woch. No. 5 
Jan. 31, 1889. 
F. C. Husson (New York). 


GENITO-URINARY ORGANS. 


Removal of the Kidney. By Max ScuEepe (Hamburg). Ata 
meeting of the Hamburg Medical Society, held July 10, 1888, Dr. 
Shede read a paper on 20 cases of extirpation of the kidney. 

The indications for removal and the results are briefly as follows: 

Tumor of the kidney - - - 3 Cases. 2 cures. 1 death. 

Rupture of the kidney - pag? ; > 

Hydronephrosis of floating kidney 

Simple hydronephrosis" - - 

Renal fistula - - - - .  * 


2 = I 66 I “cc 
I 
2 
Pyonephrosis~ - ° . “See 2 « i 
3 
I 


“e “ec 
I 


Tubercular pyonephrosis - : - 2 imp’d ; 


Incurable utero ureteral fistula 6 I cure. 


In vaginal hysterectomy for carcinoma uteri, where ureter was 
found involved and had to be removed, 3 cases; 2 cured, 1 died. 
In short, 11 cases were cured, 2 improved, 7 died within the first 
few days after the operation, some of which were operated on under 
the most unfavorable circumstances. 

Although Dr. Schede’s mortality is only 35%, which is a great gain 
over that of 44.6% given by Gross in 1885, still he thinks that his 
figures can be considerably lowered. 

The great advance in the diagnostic methods which have been 
made within the past few years will prevent many mistakes and inter- 
ference in hopeless cases, and the absolute rejection of the transper- 
itoneal method, which will only be used in a few very exceptional 
cases, and its replacement by the almost harmless retroperitoneal 
lumbar incision, will, without doubt, reduce the death rate to a still 
lower figure.—Deutsche Med. Woch., No. 52, 1888. 

F. C. Husson (New York). 


II. The Diagnosis of Renal Calculus and its Removal 
by Operative Interference. By W. Bruce Crark, F.R.C.S. 

















GENITO-URINAR Y ORGANS. 157 


(London). After some general remarks as to the general advantage 
of early operative interference in cases of renal calculus, Mr. Bruce 
Clark records the 5 following cases. Three out of the five were male 
and all comparatively young, the oldest being only 48 and the others 
25, 25, 27, and 2g years respectively. Pain in the loins occurred in 
every case ; in one of the cases of 17 years duration with occasional 
intervals between the attacks; hematuria generally slight was present in 
4 out of the 5 cases. In 1 case there were occasional attacks of re- 
tention of urine; no stone had been passed and during the operation 
no stone was discovered, but four days afterwards a small calculus 
about the size of a pea was found in the drainage tube. At the time 
of the operation a small longtiudinal incision was made in the ureter 
and the passage washed out and explored both towards the kidney 
and the bladder, but no stone was felt. The onset of the symptoms 
in the 5th case seems to have been coincident with a first pregnancy. 
The symptoms lasted 3 years in all and were chiefly lumbar pains and 
occasional pyuria. On exploration a gravel calculus was extracted 
from the lower part of the kidney and in about four weeks time the 
patient left the hospital with the wound healed and free from pain. 
Two deaths are recorded; one occurred from cancer of the liver 
and omentum, possibly also the kidney, a year after operation; the 2d 
was due to excessive vomiting and suppression of urine, coming on 
after the operation ; no other calculi were found at the autopsy, but the 
state of the other kidney is not mentioned.—///. Med. News, Sept. 
29, 1888. 


Hemorrhage after Internal Urethrotomy for Stricture 
of the Membranous Urethra. By Hurry Fenwick, F.R.CS. 
(London). One of the chief dangers of internal urethrotomy—which 
the author prefers to adopt in suitable cases, rather than the divulsion 
method—is hemorrhage. ‘Nowhere is this hemorrhage more pro- 
fuse or less under control than where the section has involved the 
upper wall of the deep or membranous urethra.” This is owing to the 


c lose proximity of the dorsal vein and the plexus of Santorini, placed 
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somewhat posteriorly, each of which may be wounded by too large a 
cutting blade or by depressing the handle of the instrument too much. 
The author then goes on to describe the anatomy of the part so as to 
further accentuate this danger. He then relates a case of fatal hem- 
orrhage after internal urethrotomy from wound of the dorsal vein and 
plexus of Santorini. In the comparatively rare cases where the stric- 
ture is situated in this “‘ dangerous area” of the urethra the author 
recommends that ‘‘ Either a very small Teevan urethrotome (8-10 
French gauge) should cut through the inner rim of the stricture on its 
upper surface a little to one side and that a divulsion should complete 
the operation, or the stricture should be cut through by electrolysis.” 
—Ill. Med. News. 


J. ANDERSON SMITH (London). 


II. Varicocele, Particularly With Reference to Its 
Radical Cure. By W. H. Bennett, F.R.C.S. (London).—When 
circumstances warrant surgical interference in this disease Mr. Bennett 
recommends the following operation: His opinion is that any opera- 
tion to ultimately prove successful must embrace a plan for an ‘imme- 
diate and permanent shortening of the cord. He claims that the ope- 
ration is not more severe than any of the other open operations. The 
patient having been anesthetized, the veins are made prominent and 
put somewhat on the stretch by grasping the varicocele between the 
fingers and thumb of the left hand, care being taken at the same time 
that the vas deferens is pressed back, out of the way of harm. Through 
the skin, over the veins thus made prominent, an incision is made 
which in no case need exceed an inch anda half in length. One or 
two touches of the scalpel will now suffice, the veins being pressed 
well forward, to expose the thin fascia (immediately surrounding the 
varicocele), through which the vessels can be plainly seen. The knife 
is now laid aside, the veins not having been actually denuded. By 
means of an aneurysm needle or eyed probe a thoroughly carbolized 
tendon is passed round the fascia referred to with its included veins, 
and drawn down to a point as near the testicle as is thought proper; it 
is then securely tied, the ends being left long. The varicocele above 
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this ligature is securely freed, together with the sheath, from the sur- 
rounding parts by a few sweeps of the finger for a distance sufficient to 
allow of the length previously decided upon, as approximate for exci- 
sion to be drawn out of the wound. A second tendon is now passed 
around the upper end of the freed veins and tied in a single knot 
only, which is kept tight by an assistant. The portion of the varico- 
cele included between the ligatures is divided above and below, about 
a quarter of an inch (not less) from the corresponding ligature and re- 
moved. The upper ligature is then finally tied and its knotting com- 
pleted, the ends being left long as before. The wound having been 
freely irrigated with warm sublimate solution, and all bleeding (be it 
ever so slight) arrested, the cut ends of the stump left by the division 
of the varicocele are brought together and retained in permanent ap- 
position by knotting the ends of the upper ligature to those of the 
lower, thus at once raising the testicle to about its natural level. The 
ligature ends are now cut off quite short and the operation is com- 
pleted. The edges of the skin fall together; there is no need of either 
suture or drainage-tube, and all that remains necessary is the careful 
application of the antiseptic dressing. By leaving the sheath of fascia 
which immediately surrounds the varicocele intact, and including it, 
with the veins, in the ligature, two objects are attained: (1) the cer- 
tainty of passing the tendon aruund all the aftected vessels, as none 
of these ever lie outside the fascia; and (2) the prevention of any ma- 
terial chance of recurrence of the abnormally dependent position of 
the testicle, which is probable if the veins are denuded before the lig- 
atures are applied and the stumps brought together in the manner de- 
scribed and it is manifest that the weight of the testis would tend to 
drag the veins considerably out from the sheath above, whereas this 
fascia, if included in the ligature, not only obviates this tendency, but, 
in fact, also carries the weight of the dependent organ without stretch- 
ing to any appreciable extent. The postponement of the final tight- 
ening and knotting of the upper ligature till after the division of the 
veins is a point of importance, as there is some risk, if the tying be 
completed before division, that the shrinking of the veins which fol- 


lows the escape of blood contained in them may result in the ligature 
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becoming sufficiently loose to allow of oozing of blood into the wound, 
and may even permit the stump to escape from the ligature altogether, 
in which case the primary object of this particular operation would be 
defeated. Ifthe operation is properly done everything should go on 
well. At the end ofa week the patient may usually be allowed out of 
bed, and generally gets about in a fortnight. The method by shorten- 


ing the scrotum is useless in practice and unsound in theory, since it 


is based on an entire misapprehension as to the functional relation of 
the scrotum to the testis. To whatever degree the scrotum may be 
diminished in size by operation, it will again become rapidly stretched 
until a length is acquired which will be determined by the lowest point 
attainable by the testis as it hangs at the end of the elongated cord. 
On the other hand, if the testicle is raised by shortening the cord, the 
scrotum will, be it ever so long and flaccid, spontaneously contract 
and accurately adapt itself to the testicle in its rew position.— Lancet, 
February 9g, 1889. 


H. H. TAyLor (London). 
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ErrATA.—Article by B. Bartow in July number, ANNALS 01 
SURGERY. 


e 53, top line, last word: in place of seem read de seen. 


, end of fourth and beginning of fitth lines from top 
of page, erase so that they. 


Page 62 
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sixteenth line from bottom of page, last word, read 
existed instead of excited. 























THE QUESTION OF THE ANTI-TUBERCULAR 
POWER OF IODOFORM, WITH A SUGGES- 
TION FOR A MORE EXACT CLINI- 

CAL TESTING OF THE SAME. 


By LEWIS S. PILCHER, M.D., 
OF BROOKLYN, N. Y. 


PROFESSOR OF CLINICAL SURGERY IN THE NEW YORK POST GRADUATE MEDICAL 
SCHOOL ; SURGEON TO THE METHODIST EPsSCOPAL HO-PITAL IN BROOKLYN. 


HE beneficial effect of iodoform when applied directly 
aa to tubercular tissues, has been widely accepted. This 
property was claimed for it by Mosetig v. Moorhof in his 
earliest publications on the subject of iodoform (“Versuche mit 
Iodoform als Wundverbandmittel nach Operationen wegen 
fungosen Processe.”—Wiener Med. Wochenschrift, 1880, Nos. 
43, 44, 40-49, 51; 1881, Nos. 13-41) and has been attested 
by many other clinicians, who, following his recommendation, 
put it to use. 

At the French Congress for surgery in. 1885 Verneuil made 
enthusiastic claims for this agent for the cure of cold abscesses 
by injections of etherial solutions thereof, and he has repeated- 
ly since, both in person and through his pupils, claimed speci- 
fic curative powers for it in these tubercular diseases. Bruns 
and Nauwerk, in 1887, published a careful clinical and histolog- 
ical study of the effect of iodoform upon tubercular processes 
(Bettrage zur Klin, Chirg., Bd. 3, hft. 1, s. 149), in which they 
claimed that under iodoform applications the bacilli disap- 
peared from the tubercular granulation formation, that the fur- 
ther production of tuberculous tissue gradually ceased, that 
the already existing tubercular tissue became permeated and 
softened by a copious cell-exudation until, having become 
fatty and necrotic, it was pushed off by a healthy, very vascu- 
lar, new granulation tissue, and that after the disappearance of 
the tubercle the vessels became obliterated, the granulations 
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shrank or became converted into connective tissue, the exuda- 
tion ceased, the abscess contents became absorbed, and the 
walls finally adhered together by cicatricial formation. In the 
following year, 1888, Bruns again published a report on the 
subject (ettrige, etc., Bd. 4, hft. 1), in which the result of 
iodoform injections in the treatment of more than 109 cold 
abscesses is given. <A large proportion of cures was obtained 
in these cases, usually after prolonged treatment, and the re- 
porter claimed that the results were sufficient to warrant great 
encouragement to persevere in the iodoform treatment of such 
abscesses. 

On the other hand Rovsing, in 1887 (Fortschritte der Medicin, 
1887, 5, s. 257), reported the results of inoculation experiments 
made by him upon animals with tuberculous material rubbed 
up with iodoform. The inoculation of a small amount of tu- 
berculous material rubbed up with a relatively considerable 
proportion of iodoform was followed in every case by an out- 
break of local tuberculosis, after which general tuberculosis 
regularly developed. This local outbreak of tuberculosis was 
in no case hindered nor weakened by the effect of the iodoform, 
on the contrary in two cases in which at the same time iodo- 
formized tubercle was inoculated in one eye, and pure tubercle 
in the other, the local tuberculous process showed itself several 
days earlier in the eyes into which the iodoformized tubercle 
had been inserted ; these eyes also were more rapidly destroyed. 

These results convinced this observer that iodoform has 
absolutely no influence on the vitality of tubercle bacilli; and 
have, still further, tended to develop a growing skepticism 
among surgeons in general as to any specific antitubercular 
power in this agent. Notwithstanding the vast mass of clinical 
evidence which had accumulated appearing to support such a 
claim for iodoform, the possibilities of error in accurately 
weighing the results of the use of any particular agent in the 
treatment of a diseased condition are so undeniable that this 
skepticism can be dispelled only by more exact evidence than 
has yet been accumulated, especially since the possibilities of 
spontaneous cure in many cases is becoming more fully appre- 
ciated, as the natural history of tuberculous processes is be- 
coming more fully understood. 














ANTI-TUBERCULAR' POWER OF IODOFORM. 163 


It is not to be gainsaid that great help in the successful 
treatment of local tuberculous affections has been obtained by 
the use of iodoform. © How this has been accomplished is the 
question at issue. Have the good results obtained by clini- 
cians been the result, then, of the general improvement in the 
methods of wound treatment, of which the use of iodoform has 
been only a part? May not equally good results be obtained 
by attention to these operative details without the use of iodo- 
form ? Some more recent observations published by Landerer, 
of Leipzig( Minchener Med. Wochenschrift, 1888, 40-41),in which 
he claims for balsam of Peru antitubercular powers which 
equal those claimed for iodoform, are susceptible of being 
made to support this last named hypothesis. The frequent 
cures of tubercular joint diseases, and the gradual disappear- 
ance of cold abscesses often obtained under simple rest, immo- 
bilization and general hygienic measures also present them 
selves as suggestive of doubt as to the specific antidotal effect 
of any particular drug. The occasional failures to favorably 
affect the condition of tuberculous foci, cavities, sinuses and 
ulcers by applications of iodoform likewise lend strength to 
one’s skepticism as to its specific power, while finally, the now 
thoroughly demonstrated fact that iodoform has no power 
even to inhibit the growth of the common pyogenic micro- 
organisms, but on the contrary may be the medium of inocu- 
lating with septic organisms fresh wounds to which it may be 
applied, must unavoidably serve to still more strengthen any 
previously existing skepticism, or to awaken it if it is not al- 
ready existing. 

From the standpoint of the clinician a new series of experi- 
ments is now wanted, in each of which two lesions of identical 
character, similarly located in the body, with identical consti- 
tutional and hygienic conditions, shall be submitted by the 
same observer to treatment, the one by iodoform applications, 
the other by the use of any other means, exclusive of iodoform, 
that may commend itself to the judgment of the surgeon. By 
the comparison of the results of a considerable number of such 

‘tests a valuable check will be furnishéd to aid in an estimate 
of the value of the experience already accumulated in various 
ways. Such a series will also be in the same line with the 
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experimental work upon animals done by Rovsing, and will 
either corroborate the conclusions reached by this investigator 
or will serve to show that the condition which the surgeon has 
to cope with in the bodies of diseased men are different from 
those artificially produced in animals by the experimenter. 

As a contribution to such a new series of experimental clin- 
ical observations, I desire to report the following case : 


A girl, et. 13 years, whose general health was good, and whose 
family history was free from tuberculosis, presented herself to me in 
November, 1888, with a peculiar infiltrated and ulcerated patch on 
either leg, and With a smaller patch of infiltration, not ulcerated, on 
the outer side of each thigh. The location of the affected areas was 
quite symmetrical as regards the two limbs. The patches on the legs 
were situated anteriorly just above the ankles. Their area was some- 
what larger than that of a silver dollar; a well-defined margin circum- 
scribed each patch; and their surfaces were irregularly eroded or hon- 
eycombed by small indolent ulcers having sharply defined overhang- 
ing borders, as if punched out and then undermined. More than 
three months had passed since the inception of the disease; the right 
ankle had been attacked first, after some time the left leg had devel- 
oped the disease. Though under the treatment of an eminent special- 
ist, nO permanent improvement had been obtained, the history having 
been one of alternations of superficial healing and breaking down and 
slowly increasing infiltration. At the outset she had worn the usual 
garter encircling the leg above the knee; this was later replaced by 
elastics that passed upward on the outside of the thigh to be fastened 
at the waist. At the points where the greatest friction of these elas- 
tics against the outside of the thigh occurred the secondary infiltrated 
areas had developed. There were no varicose veins in either leg; 
there was no history of syphilis. The gross appearances of these va- 
rious diseased patches warranted the provisional diagnosis of tubercu- 
losis of the skin, and the opportunity which they presented to make 
comparative tests of treatment was taken advantage of. In the subse- 
quent treatment the right leg patch was excised en masse by an incision 
which traversed apparently sound tissue both at its edges and under- 
neath it. Subsequent examination of the part removed corroborated 
the diagnosis, many tuberculous nodules, pervaded by bacilli, being 
demonstrated throughout its central portion, especially in and about 
the ulcerated points. Beginning cheesy degeneration appeared in 
some of these nodules. The corium especially was the seat of these 
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changes. The general structure of the mass was loose and cedema- 
tous, being infiltrated with soft granulation tissue. The accompany- 
ing plate, Fig. 1, shows the histological appearances presented by 
this patch. . 

The first operative attack on the disease was made December ro, 
1888, at which time the patches on the thighs were excised by an oval 





Fic. 1. SECTION SHOWING STRUCTURE OF TUBERCULAR ULCER OF LEG. 


c. Panniculus adiposus. 


~ 


Miliary tubercles. 
D, Corium. S. Giant cells in miliary tubercles. 


incision. These wounds were sutured, primary union secured, and 
these points eliminated from further consideration. ‘The diseased area 
on the right leg was also excised, as already stated, leaving an exten- 
sive surface to granulate. This was kept sprinkled over with pow- 
dered bismuth and protected by an absorbent pad until the process of 
granulation was well established over its whole extent. This was 
somewhat slow in being secured, but finally at the end of six weeks, 
January 25, 1889, so firm and healthy a surface of granulations was 
presented by it that I attempted to secure its rapid and final healing 
by covering it with skin grafts, after the method of Thiersch. The im- 
mediate success of the attempt was complete, and at the end of a 
week definite healing of the whole seemed to have been accomplished. 
Soon, however, the new epithelial covering began to break down, 
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point after point becoming necrotic and melting away, until at the end 
of two weeks more, bringing the history of the case up to February 13, 
it had largely disappeared, and an indolent ulcer, with flabby succulent 
granulations, had taken its place. It is important to note that at each 
point where the grafted skin first broke down, there was found in the 
tissues immediately underneath a little mass of bismuth which had ev- 
idently become covered in by the granulation tissue in the earlier 
course of the healing so deeply as to escape removal by the curette 
when the surface was finally scraped for the application of the grafts. 
With the shrinking and condensation of the tissues after the success- 
ful grafting these had become forced to the surface and had evidently 
so intefered with the nutrition of the cverlying epithelium as to awaken 
a new ulcerative process. 





Fic. 2. SECTION SHOWING STRUCTURE OF BREAKING DOWN CICATRIX. 
From site of ulcer shown in Fig. eight weeks after tts excision. 
a. Extravasated blood. ‘ 


4. Granulation tissue. 
c. Giant cells in granulation tissue. 


The ulcer had now again the gross appearance of tubercular dis- 
ease. I now curetted it thoroughly, with a view especially to remove 
all retained bismuth particles. I removed also amass from its sub- 
stance of sufficient size for the examination of the pathologist, Dr. 
Hodenpyl, who reported that though it was made up of poorly devel- 
oped granulation tissue, containing in places giant and epithelioid cells, 
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and some aggregated masses of cells resembling tubercle tissue, re- 
peated examinations for bacilli gave negative results. The accom- 
panying plate, Fig. 2, shows the histological features of this section 
A toracic acid ointment with occasional stimulation by nitrate of sil- 
ver was ordered in the further treatment of the sore. At the end of 
another three weeks a steady but slow healing from the edges has 
been going on, but the process is tedious. The patient is unwilling 
to submit to any further curetting, or other operative procedure. Up 
to this time, a period of three months, no iodoform has been used 
upon this ulcer. It is now resorted to, March 8, by powdering it 
upon the granulating surface, and using an absorbent pad as a cover- 
ing to the sore. After the lapse of six weeks more, when last exam- 
ined, this sore is covered in over about two-thirds of its extent with a 
firm cicatrix, there still remaining a good sized, somewhat indolent 
granulating surface. 

The ulcer upon the left leg was thoroughly curetted December ro, 
1888, at the same sitting with the excision of its fellow on the right 
leg. The curetted surface was then sprinkled with iodoform and cov- 
ered by an absorbent pad. Its further history is uneventful. The 
same method of dressing it was continued, the pads being changed 
and the sprinkling with iodoform being repeated every five or seven 
days. It rapidly healed by the extension of a soft firm cuticular cov- 
ering from its margins. On January 25, while the patient was anes- 
thetised for the purpose of grafting the ulcer on the other leg. I took 
advantage of the opportunity to excise a wedge-shaped piece from the 
centre of the previously diseased area in the left leg, and submitted it 
to the pathologist for examination, who reported that it had the usual 
characteristics of primary cicatricial tissue, and was free from any evi- 
dence of tuberculosis. Recent examination of the site of this ulcer 
showed a firm soft natural skin to have been re-formed, presenting but 
slight traces of the former existence of any disease. 


The difference in the course of these two ulcers was so marked 
that it could not escape the observation of even the most cas- 
ual observer. The question as to the cause of this difference 
is singularly free from difficulty. The hygienic and constitu- 
tional and local conditions of these ulcers were the same for 
each, and unusually good for both. Both were treated at the 
same time and by the same surgeon. The difference in their 
course is unmistakably due to the difference in the treatment 
pursued. In this case certainly a most favorable influence 
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upon the tubercular process was exerted by the iodoform ap- 
plications. Attention should not fail to be given, however, to 
the accessories of its employment. The grossly affected tuber- 
cular tissues were scraped away. By this proceeding the 
softer, more superficial layers only are removed, for no com- 
plete and radical removal of all infected tissue can be thus 
accomplished. What is done is to open up the deeper spaces 
and tissues so that they are readily permeated by the sub- 
stance used for the dressings. Ihave in other cases repeatedly 
secured perfect and rapid healing by thoroughly cauterizing 
with the actual cautery the surface left by the curetting, and 
then applying a simple emollient salve. By the cautery the 
outlying infected tissue is destroyed and recurrence of the dis- 
ease is guarded against. Although by the curette alone no 
assurance of complete extirpation can be secured, it still does 
aid materially in enabling the iodoform to be brought into im- 
mediate contact with the outlying loose tissues into which 
bacillimay have penetrated without yet having had time to pro- 
voke the development around them of proper tubercular tissue. 
The results obtained in the case detailed above apparently 
demonstrate a marked antitubercular effect from iodoform. 
The culture and inoculation experiments of Rovsing, DeRuy- 
ter, Neisser and others are sufficient to show that this effect is 
not a direct one. But it matters not whether this effect is a 
direct or an indirect one. If only a sufficiently extended and 
carefully guarded series of clinical tests can be made to de- 
monstrate beyond a peradventure that the further activity of 
the bacilli of tuberculosis can be inhibited and the rapid res- 
toration to a normal state upon the part of infected tissues can 
be secured by the proper use of iodoform, then no surgeon 
will refuse it a place among his resources as a most invaluable 
antitubercular agent. 








DOUBLE CONSECUTIVE CASTRATION FOR 
PRIMARY TUBERCULOSIS OF TESTICLES. 


By G. W. PERKINS, M. D., 
OF OGDEN, UTAH. 
DIVISION SURGEON TO THE UNION PACIFIC RAILWAY COMPANY. 


FREIGHT conductor, American born, et. 32 years, married, 
A with one child, was sent to me for consultation in Nov. 1887. 
Always vigorous health, no venereal disease or local injury, and no tu- 
berculous family history. For about two years has noticed gradual, 
painless enlargement of left testis which has not caused him much 
trouble about work till recently ; from its size it is inconvenient. 

Testis enlarged to five or six times its normal size. It has a nodular, 
irregular feel, especially marked after tapping and drawing off 3ij. to 
lij. of clear hydrocele fluid. Advised castration; refused and sus- 
pensory adjusted. I tapped againin 2 or 3 months to relieve weight 
and found testis somewhat increased in size. 

May 29, 1888, patient had so much pain than he could not work 
even with suspensory, and sexual desire was wholly absent. I 
operated, removing left testis together with most of parietal tunica 
vaginalis which was adherent over large part of its surface, due to pre- 
vious tappings (?) without however injuring the septum. Cord was 
ligated ez masse with double thread, at level of external inguinal ring. 
Testis on section showed typical appearance of tuberculosis, being 
almost wholly transformed into spherical cheesy masses, varying in 
size from '/s to */, of an inch in diameter, the larger ones beginning to 
disintegrate and break down at the centre. The microscope comfirmed 
diagnosis of tubercle; no search for bacilli made. The disease ap- 
peared to be limited to epididymis and testis proper; the cord show- 
ing no evidence of extension for two inches below site of its division. 
Drainage tube and antiseptic dressing and rapid recovery without tem- 
perature or other disturbance. Discharged and returned to work June 
21. The mght testis at this time showed no evidence of disease and 
had no symptoms referred to it. Several months afterward patient no- 
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ticed that right testis was gradually and painlessly enlarging as the left 
had done, except more rapidly. He continued at work till Jan. 24, 
1889, when he came to me and demanded its removal, as it caused so 
much discomfort as to disable him for work. I found the condition about 
the same as that of the left testis at time ot removal, except less fluid 
in the sac. As the man was practically sterile as result of the disease 
and required operation to enable him to support himself and family, 
aside from possible danger of systemic infection, I operated and re- 
moved the right testis as I had eight months before the left, and found 
it in an exactly analogous condition, except that there was nowhere any 
adhesion to parietal tunica. Wound treated as before and healed 
kindly. No evidence of return of disease on Jeft side either in scro- 
tum, cord or glands. Patient has been at work since March—well and 
strong as ever and apparently a typical healthy man. No evidence of 
tuberculosis could at any time be found in lungs or other organs and 
patient has had throughout appearance of robust healthy man. 


The case is interesting, as apparently showing the existence 
of two independent foci of disease, one in each testis, as there 
seems to have been no direct infection from left to right; the 
absence of adhesions on the right side and intact septum at 
time of first operation both favor this view. Did the disease 
on the right side develop so much more rapidly than on the 
left, because of absence of one gland and increased compen- 
satory functional activity, acting as a stimulus to a before 
quiescent focus of disease? 

There has so far, 12 and 14 months respectively, been no in- 
dication of return of the disease in scrotum, cord or inguinal 
and lumbar glands. 
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PRIMARY CANCER OF THE EXTREMITIES 


Cancer of the extremities may be conveniently classed under three 
groups: 

1. Developing in old cicatrices, ulcer and fistulz, as the result of pro- 
tracted irritation, inflammation, suppuration, and reactive tissue-for- 
mation. This class is by far the most numerous. 

2. Developing in congenital warts or nevi, noted for their pro- 
nounced malignancy. Although they resemble sarcoma clinically, an- 
atomically this form, which is of epithelial origin, is strictly defined. 

3. Developing spontaneously without local predisposition or cause. 

This paper' is based upon 39 cases of cancer of the extremities, that 
have been under the care of Prof. von Volkmann, at Halle, during 
the past 20 years, upon many cases communicated to the author per- 
sonally, and all such cases as could, in medical literature, be positively 
identified as cancer, amounting in all to the considerable number of 
223 cases. 

Group 1.— Cases of the first group, as well as of the other two, are 
always of the epithelial variety of cancer. If we are dealing with a 
large ulcer or a granulating surface after a burn, that assumes a malig- 
nant character, the carcinomatous degeneration generally appears only 
at the borders of the wound-surface, which swell and assume a granu- 
lated and warty appearance. ‘The center of the ulcer is not affected ; 
sometimes, however, isolated patches of cancer also spring up in vari- 
ous parts of the granulating surface. If an ancient fistula leading to 


the bone becomes carcinomatous the change is manifested by an ele- 
1Ueber den primaren Krebs der Extremitaten, von Dr. Rudolf Volkmann. 
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vation of the granulations lining its opening and by a thickening of 
the bone. If the growth develops as the result of prolonged irritation 
it frequently assumes the cauliflower appearance, and tends to hemor- 
rhage and profuse and offensive secretion, but does not penetrate into 
the deeper tissue and the bone substance, with the exception, perhaps, 
of the tibia. This bone is frequently invaded by the tumor, and oc- 
casionally becomes rarified to such an extent that a spontaneous frac- 
ture results from the most trivial injury. The group under considera- 
tion presents the most benign form of malignant degeneration. Of 128 
cases collected by the author only 12 died from glandular infiltration or 
metastatic deposits after operation,and of 56 of those that were kept un- 
der observation for some time, 30 showed no recurrence after 2 years, 
and ro, none after 1 year. All kinds of lesions of the soft parts leading 
to ulceration and cicatrization form the basis for the development of 
cancer. Traumatic skin-defects, burns, frost-bite, complicated fractures 
with gangrene of the skin, chronic ulcers of the leg, syphilitic ulcers, 
in rare cases, corns and subungual suppurative processes and lupoid 
affections have led to late development of cancer of the extremities. 
The cancers arising in old fistulae have quite a distinct clinical history. 
Volkmann has collected 32 cases. The patients have generally in 
their youth been the subjects of tubercular caries or acute infectious 
osteomyelitis. Fistula have remained, that have temporarily closed, 
but always opened again. Thus things have gone on for 20, 30, and 
5soyears. Such old fistule then present a peculiar appearance. The 
opening is not surrounded by a wall of small granulations ; on the con- 
trary, such are missing, and the surrounding skin is continued for 
some distance into the canal. This lining of epidermis sometimes 
reaches the bone and even penetrates it. It is generally in the deeper 
parts of such fistulz that the growth begins to develop, sometimes fill- 
ing the cavity of the bone and expanding it as a periostosis (spina 
ventosa carcinomatosa) so that nothing remains but a thin layer of 
cortical substance, liable at any moment to fracture. 

The favorable prognosis of cases of this group has already been 
commented upon. The few cases that terminate unfavorably do so 
from extensive local recurrence of the disease or infiltration of the 
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neighboring glands. In only 2 instances were metastatic deposits 
found in internal organs. 

Group 2.—This is prognostically the opposite of the first. Only 11 
unequivocal cases were found by the author, many cases of sarcoma 
having been classed among them. They must likewise be distin- 
guished from cancers developing in warts that have appeared in late 
life. Of this later variety Volkmann has tabulated 12 cases, which he 
treats as an annex to the second group. The prognosis is also here 
by far more favorable than in cases developing in congenital warts and 
nevi. The former generally spring up on the dorsal surface of 
the hand, sometimes in large numbers and are hard in contradistinc- 
tion to the soft forms, which develop the very malignant cancers above 
alluded to. These hard warts only degenerate into cancer after being sub- 
jected to prolonged irritation, viz., scratching, cauterization, partial ex- 
cision, evulsion, etc., a sign of their relative benignity. They form 
large ulcers with indurated borders,but rarely lead to infiltration of the 
lymphatic glands and are frequently, even in advanced cases, cured by 
excision only, not necessitating amputation. But to return to the 
malignant forms—we have here to deal with soft warts, sometimes pig- 
mented, that are congenital or have developed very early in life; 
small, circumscribed growths, generally lying only in the papillary stra- 
tum and not pervading the entire cutis, and very rarely reaching even 
the subcutaneous tissue. The fleshy wart itself is made up of granu- 
lation-tissue, histologically identical with sarcoma. These remain sta- 
tionary until late in life (40--60th year), when accompanied by a burn- 
ing cr itching sensation, they begin to increase in size. Scratching 
now generally causes them to ulcerate. At this stage they are most 
frequently removed by excision. The wound heals by first intention, 
but in a few months the nearest lymphatics begin to swell and the mal- 
ady then runs a rapid and fatal course. If the glands or the recur- 
rence at the seat of the original tumor are still removable, the growth 
will return almost immediately and the patients generally succumb to 
marasmus, cachexia or internal deposits within 1'/, years from the be- 
ginning of the original increased growth. 


Group 3.—These cases do not present any special characteristics. 
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Sometimes the tumors begin as ulcerations, or as little blisters or pus- 
tules, which soon transform into ulcers, increasing in size and resem- 
bling the first group. Clinically they seem to be somewhat more malig- 
nant than the latter, but still give a good prognosis. Of 14 cases, 7 were 
radically cured by operation, 2 have remained 2 years without recur- 
rence, and 5 have ended fatally. 

Ofthe grand total of 223 patients 140 were males and 65 females (18 
times the sex is not stated). In the first group are found 94 males and 
only 29 females; in the second 5 males and 6 females, and in the 
third 12 males and 15 females. 


The localization of the tumors was: 


UPppeR EXTREMITY - - - « - = * « fa % - 89 
Humerus ee - - . - ‘ . i ‘ . 14 
Forearm - - - - . - r ‘ é é . 18 
Dorsum of hand (fingers) - - - : = . “ 56 
Palm of hand - - - - - - - : 7 I 

LOWER EXTREMITY - - - - ‘ . . . ‘ ‘ - 134 
Thigh - - - - - - - - - - - - 23 
- SS ae ee ae ee oe 
Dorsum of foot (toes) - - - - - - - - ‘ 19 
Sole of foot(heel) -  - - - - - é ~ ° : 17 





223 

The author concludes from his able monograph that “cancers of 
the extremities give 56% of definite cures after operation, barring the 
rare cases that develop in congenital warts ; the latter, as it appears, 
terminate, without exception, fatally.”” In most instances of cancer of 
the extremities amputation is unnecessary, moreover, a thorough extir- 
pation will result in permanent cure, if the bones have not been in- 


vaded or a spontaneous fracture has not occurred. 
FRED KAMMERER. 





SUPRAPUBIC LITHOTOMY IN RUSSIA. 


Dr. Nikolas V. Solonika, of Tiflis, in an Inaugural Dissertation at 
St. Petersburg, published during the present year, has collected and an- 
alyzed 491 cases of suprapubiccystotomy made by Russian surgeons 
during the period from 1823 to 1888. The work of this author ap- 
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pears also in the Transactions of the Third General Meeting of Rus- 
sian Surgeons, 1889, and in the KXhirurgitchesky Vestnik for 
April and May, 1889. The following digest of this elaborate contri- 
bution to statistics will be found valuable and instructive: 

In 5 of the cases the operation was performed for removing bougies 
(2 cases, with 2 recoveries) or tumors (3, with 1 recovery and 2 deaths) 
from.the bladder, and in the remaining 486 for vesical calculus, 
62 of the latter referring to the pre-antiseptic period and 424 to the 
antiseptic one. 

I. The preantiseptic group —Of 62, int the issue is unknown, 38 
recovered, 23 died. Of the latter,in 4. death followed from accidental 
causes (erysipelas, pneumonia, etc.), The actual mortality from the 
operation, therefore, was 30.6% Death was caused by peritonitis (6 
cases), hemorrhage (1), pyelonephritis (1), pericystitis et peritonitis 
(3), peticystitis et pyelonephritis (1), pericystitis (1), cystitis et mne- 
phritis (1), cystitis (1); the cause unknown in 4. 

Age.—Thirty patients were aged from 1 to5; 8 from 5 to 10; 9, 
from 10 to 15; 6 from 15 to 70; g, age is unknown. 

Sex.—Eight cases referred to girls, the remaining to boys and adult 
men. 

The weight of the stone varied between 1 and 328 grammes. 

The after-course, in a great major.ty of cases, was exceedingly se- 
vere (high fever, various complications). 

Il. The antiseptic group.—Of 424, 365 recovered, 5gdied. In 12 
of them the lethal issue did not depend up »u the operation; hence the 
actual mortality was 11.1%. The causes of death were peritonitis (17 
cases), hemorrhage (1), uraemia (5), pyelonephritis (9), cystitis et py- 
elitis (1), cystitis et nephritis interstitialis (1), pericystitis et colitis (1), 
unknown in 12. 

The antiseptic group may be divided into six sub-groups, according 
to the degree of vesical and renal lesions, etc. The first sub-group 
includes 226 cases with normal urine; 204 of these recovered, 22 died. 


The second consists of 67 cases with alkaline turbid urine, yield- 


ing a profuse muco-purulent deposit, the patient’s general nutrition 


mostly failing, the temperature febrile. Of them 57 recovered, 10 
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died. The ¢hird embraces 66 cases with fetid albuminoid urine, high 
emaciation and fever, and intense disturbance of micturition; 49 re- 
covered, 17 died. The fourth includes cases of recidival stones, 8 in 
number, with 6 recoveries and 2deaths. The f/th, with 25 cases, re- 
fers to vesico prostatic stone and sacculated stones or calculi compli- 
cated with vesical tumor, the patient’s general state being as in the 
third sub-group; 23 recovered, 2 died. The sixth concerns such cases 
ewhere any particulars in regard to the general state and urine were ab- 
sent. Of 32, 26 recovered. 6 died. 

Sex. Twelve cases referred to females (1 woman, 11 little girls), 


the remaining to males. Age may be seen from the following table: 


YEARS. PATIENTS. DIED. 
Ito 5 : - 120 . - . 17 
5 to 10 - - 117 - - - 10 

10 to 15 - - 43 - - - 6 

I5 to 20 " - 23 ~ - . 3 

20 to 25 - - 30 - - - 5 

25 to 30 . - 18 - - - I 

30 to 35 - - 6 . - - 2 

35 to 4o - - 5 - - - I 

40 to 45 ‘ ‘ 4 " ’ : > 

45 to 60 - - 12 - - - 3 

60 and upwards - II - - - 3 

Not known - 35 - - - 5 


The stone’s weight varied from 0.2 to 545 grammes. On the whole, 
the average weight of the concretion increased with the patient’s age. 
It was 6.6 grammes in the patients aged from 1 to 5; 9 9 in those from 
5 to 10; 18.1 in those from 10 to 15; 27.8 in those from 15 to 20; 54.6 
grammes in those from 20 to 25, ete. 

Ill. Zhe opferation.. 1. In an overwhelming majority of cases 
sectio alta was performed after the usual (Garson-Petersen’s) rules with 
filled bladder and rectum, and onlv in six cases without filling either 
of the organs. 

2. Accidents or complications during the operation itself (analysis 
referring to the total series of high lithotomies). The peritoneum was 
wounded in 3 (1 death); torn on extraction of the stone in 2 (1 death); 


spontaneously ruptured during vomiting just after the operation in 1; 
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found adherent to the symphysis in 2; profuse hemorrhage occurred in 
9 (2 deaths); moderate in 20; difficult extraction of the stone in 33 
(15 deaths); lithotomy simultaneously performed in 14 (4 died); sec- 
tio alta combined with other operations (lateral and median section, 
external or internal urethrotomy, etc.) in 22 (8 deaths); protrusion of 
the peritoneum into the abdominal wound in 30 (2 deaths); of viscera 
in 1 (died); of the vesical mucous membrane in 5 (3 deaths); of the 
perivesical cellular tissue in 11; bladder torn during, the extraction in 
3; perforated with an itinerarium in 1; incised crucially in 7, second- 
arily in 3; stone could not be extracted in 1 (died); could not be found 
in 1; complicated with a tumor in 2. 

3. The treatment of the vesicaland abdominal wound. In an 
enormous majority of the cases, the treatment consisted in inserting 
either a single drainage-tube into the bladder, or two tubes, one into 
the viscus, the other into the antevesical space. In 69 (16.3%) cases 
the vesical wound was closed with sutures totally; in 48, (16.3%) only 
partially; in 6 its lips were stitched to the edges of the abdominal 
wound. The mortality in the total closure cases was as low as 5.8% 
(and that notwithstanding the fact that in 43% of the cases the urine 
was changed very considerably); in 34.8% of the cases the wound 
healed fer primam, the after-course being either wholly apyretic or 
nearly so. In 67 of the 69 cases, catheter @ demeure was simultane- 
ously employed. 

IV. The after course was wholly apyretic in 110 cases or 25.9% (of 
the antiseptic group); almost so in 75 (17.7%); was slightly febrile in 
58 (13.6%); considerably febrile in 77 (18.1%) was protracted in; 59 
(13.9%). 

V. Recovery ensued in apyretic cases, on an average, in 24.3 days; 
in almost apyretic ones in 33.9; in slightly febrile in 34.4; in consider- 
ably febrile in 34.9; and in protracted in 76.8. In 415 cases recovery 
was as complete as possible. Only in g cases the resultswere less 
satisfactory, to-wit: in 2 cicatricial hernia developed; in 4 fistule at 
the site of the wound remained; in 2 perineal fistula after another lithot- 
omy persisted; and in 2 retention of urine which had existed before 


the operation did not disappear after the latter. 
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A most careful, minute and elaborate analysis justifies Dr. Solonika 
in laying down the following general propositions: 

1. The modern technique of sectio alta is perfect. Any further 
would-be improvement @ /a Rydygier and Langenbuch are only apt to 
unduly bring the operation in discredit. 

2. Suprapubic cystotomy is an easy and safe surgical procedure. In 
that regard it can be compared only with median lithotomy. 

3. Leaving aside some exceptional cases, a total closure of the 
vesical wound with sutures must be resorted to as a matter of routine. 

4. The best method of closure is that of G. F. Tiling, that is, 
the éfage suture. The best material for it is chromicised catgut. The 
best instrument a round needle. 

5. Be the total closure impracticable, one of the following two 
methods should be applied, a, either the -vesical wound should be 
closed partially and supplied with drainage (connected with a syphon 
apparatus); or J,a drainage tube should be inserted into the bladder, 
and the patient kept on his abdomen or side. Both of the methods 
prevent any urinary infiltration quite effectually. 

6. The abdominal wound should be always closed down to the site 
of the drainage, and that best with an é/age (catgut and silk) suture. 
The attachments of the recti abdominis must be always left intact. 

7. In all cases strict antiseptic measures (including dressing) must 
be practiced from the beginning to the end. The patient must be 
duly prepared for the operation (nutritious diet, etc.). 

8. In cases of high section, urinary infiltration occurs by no means 
more frequently than in cases of lithotomy after other methods. It is 
just possible that it occurs even less frequently than after median or 
lateral sections. 

g. Death, when occurring, is caused, as in other lithotomies, by 
peritonitis or some lesions Of the urinary organs. 

10. In cases of small-sized concretions, with good urine, and of a 
more or less short duration, the high operation gives comparatively 
less satisfactory results than median lithotomy. On the contrary, in 
cases of medium-sized or large stones, accompanied by bad urine and 
prolonged sufferings, high cystotomy secures by far better results than 


t«< median operation. 
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11. Many modern surgeons are inclined to perform the high 
operation in unsuitable cases—that is, in such cases where the stone 
weighs less than 2 grammes and measures less than 2 centimetres in 
diameter. 

12. Lateral lithotomy, as giving the largest mortality in severe 
cases and most frequently followed by the worst sequels of lithotomic 
procedures, must be discarded altogether. ‘The only legitimate opera- 
tions for vesical stone are lithotrimy, sectio alta and median section. 

13. The choice between the high and median operations must be 
based on the following general postulates: a. In cases of small-sized 
calculi, measuring under two cm. in diameter, median lithotomy 
should be performed, which allows an easy removal of the concretions 
without crushing them or inflicting any traumatic injuries to the blad- 
der and prostate. The after course in such cases is usually very good; 
the operation does not leave any fistula or incontinence of urine. Very 
often the latter commences to flow fer vias naturales even on the sec- 
ond day, while the wound heals rapidly per primam. 4. In cases of 
larger stones, the high operation is by far the better of the two. Most 
frequently, it secures an excellent after-course and complete cure. Any 
untoward results are observed much less frequently than in cases of 
median section (when the latter is resorted to in cases of the kind). ¢. 
In all cases where the stone is lying in a diverticulum, or if tightly 
grasped by the vesical walls, or where the calculi are multiple, or where 
there is present a vesico-prostatic stone, the high operation must be 
invariably performed, since it gives in such cases by far more satisfac- 
tory results than the median one. @. Any more or less marked en- 
largement of the prostate constitutes a contraindication in regard to 
median lithotomy. 

14. Litholapaxy is an ideal operation for vesical stone. *Unfortun- 
ately, at present it remains yet accessible to relatively few surgeons (on 
account of its difficult technique, expensive instruments, etc.). But in 
the course of time it will gradually supersede, to a considerable extent, 
all lithotomic procedures. 

VALERIUS IDELSON. 
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GENERAL SURGERY. 


I. The Treatment of Erysipelas according to the Method 
of Kraske-Riedel. By C. Lavenstein (Hamburg). In 1886, 
Kraske treated three cases of erysipelas in the following manner: After 
carefully cleansing and disinfecting the affected region, he made nu- 
merous smail punctures and incisions in the erysipelatous zone and 
around its margins, and caused as much exudation of blood and serum 
as possible. The affected part was then dressed with compresses of 
2% carbolic acid, which compresses were changed twice a day. 

In 1887 Riedel slightly modified this procedure in so much as he 
only scarifies the margins of the process, and makes numerous fine 
parallel incisions, which scarcely draw blood, and thus marks out or 
limits the inflammation, and instead of carbolic compresses he uses 
1 to 1000 bichloride, which is renewed three times a day. 

Dr. Lauenstein has treated five cases in this manner, with gratifying 
results, and states that the redness and constitutional symptoms disap- 
pear rapidly, and that it is seldom necessary to repeat the incision for 
a second time.— Deutsch. medicinische Wochenschrift, No. 11, 1889. 

F. C. Husson (New York). 


II. The Etiology of Tetanus. By A. VERNEvIL (Paris). The 
author dwells upon the virulence of soil contaminated by the dejec- 
tions of tetanic horses. He insists on the frequency of tetanus in 
wounds of the lower extremities; thus, in Havana, out of 162 patients 
suffering from tetanus, 132 contracted it from wounds on the legs and 
feet. The disease is frequent in persons who, after being wounded, 
get in contact with the soil, as in cases of comminuted fracture, in 


which the bones are forced into the ground, and crushing of the bare 
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feet ; also when earth is used as dressing, and when the wound is in- 
flicted by an agricultural implement. Experiments made with ordinary 
soil and soil known to be contaminated strongly support this view. 
Certain soils seem to preserve their virulence much longer than others, 
and stagnant water appears to favor the proliferation of the microbe. 
—London Med. Rec., April, 1889. 


III. Acute Infectious Osteomyelitis. By Pror. ALEXANDER 
S. Boprorr (Moscow). In the course of the last three years the au- 
thor met with 10 cases of acute infectious osteomyelitis which was lo- 
calized in 5 in the femur (in 4 at the lower end, in 1 in the diaphysis), 
in 3 at the upper epiphysis of the humerus, in 1 in the whole tibia 
(starting from the lower end) andin 1 in the calcaneus. The patients 
were g boys, et. from 12 to 19, and a woman et. 26. The author 
draws attention to the general fact that osteomyelitis occurs mostly in 
young subjects and attains most frequently the epiphysis of long bones, 
the first place being occupied by the lower end of the femur, the next 
by the upper extremity of the humerus, and a third by that of the tibia. 
Those clinical facts are thought to be easily explained on the ground 
of certain anatomical and physiological peculiarities existing during the 
period of active growth of bones. As is known, the medullary cavity 
and spongy substance of the epiphyses derives its blood supply 
from the nutrient arteries which on their entering into the canal break 
intu an extensive net-work with a relatively retarded circulation. The 
retardation reaches its maximal degree about the epiphyseal cartilage, 
near which a very active formation of new capillaries with sac-like pro- 
trusions is incessantly going on. Any foreign bodies, including patho- 
genic microbes, may easily get entangled in such recesses with their 
slackened and stagnating blood-current, to give rise to inflammation 
of corresponding nature (of suppurative character in the case of pyo- 
genic microbes, etc.). The same localized stagnation of the blood- 
current may also explain a relatively greater frequency of osteomyelitis 
in one epiphysis comparatively with the other. Thus, in the case of 
the femur the lower epiphysis is attacked more often than the upper, 


because the circulation in the former is by far slower than in the latter, 
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which depends upon both of the nutrient arteries entering into the 
medullary cavity in an upward direction, the arrangement determining 
a more active blood-supply of the upper portion of the bone, as well 
as its better nutrition, a more rapid ossification precluding the said 
sacciform dilatations of the capillaries, etc. The same holds true. 
mutatis mutandis, in regard to other bones. Passing to the etiology 
of the disease, Dr. Bobroff lays down the proposition that it is caused 
by the agency of the staphylococcus pyogenes aureus which penetrates 
into the medullary cavity along the venous system, the starting point 
being either the skin or respiratory organs. Of predisposing causes, the 
author admits only two: a, the pre-existence of a superficial focus 
(abscess, boil) containing great numbers of the staphylococci; and 4, a 
more or less considerable traumatic local injury leading to some dis- 
turbance in the osseous circulation (traumatic lesion preceded the attack 
in 6 out of the author’s ro cases). Exposure to cold is said to have 
no etiological significance whatever. The treatment should be rapid 
and energetic. It should consist in a possibly early trephining of the 
diseased bone with thoroughly scraping out the bone marrow, washing 
out the wound with a corrosive sublimate lotion (1 to 1000), plugging 
the cavity with iodoform gauze, inserting a drainage tube, suturing the 
incision, and applying an antiseptic dressing. An early trephining 
with débridement is stated: 1, t» prevent a general infection of the 
patient’s system; 2, to prevent any extensive separation of the peri- 
osteum with consecutive necrosis ; and 3, to shorten the period of con- 
valescence. When performed under antiseptic precautions, the opera- 
tion is void of any risk or unpleasant complications. As a matter of 
fact, of Dr. Bobroff’s ro patients, one in whom no operative treatment 
had been resorted to, died on the fifth day of the disease; of 3 in 
whom the.treatment had been limited to opening abscesses, 2 died, 1 
recovered, though exceedingly slowly. In the remaining 6, trephining 
with scraping out the marrow was performed. Only one of them (the 
woman) died, while 5 recovered, recovery advancing the more rapidly 
the earlier the operation was resorted to.—Khirirgitchesky Vestnik, 
April and May, 1889. 
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1 Ligature of External Carotid for Traumatic Hezemor- 
rhage; Penetrating Stab-wound of Abdomen with Pro- 
lapse of Omentum. By Gricory V. Urazorr (Djebrail, Rus- 
sia). A Causasian mountaineer, zt. 28 years, was stabbed witha 
knife in the abdomen and face, and lost a good deal of blood from 
the facial wound. On examination, 24 hours later, there was found a 
piece of the omentum, of the size of a male hand, protruding from a 
wound situated about the end of the left twelfth rib. Having washed 
out the parts, the author tied the omentum with four ligatures, divided 
the pedicle above them, returned the stump into the abdomen and 
closed the wound with three deep sutures. On the face there was 
present a gaping, irregular wound in front of the left tragus, on the 
level of the lower edge of the zygomatic arch. There was no bleed- 
ing at the time. The cut was washed out and left alone. On the 
eighth day a profuse arterial hemorrhage took place suddenly. It re- 
curred twice in the course of the next twelve days. An examination 
on the twentieth revealed that both the temporal and external carotid 
had been injured. The patient’s general state being almost hopelessly 
bad from enormous losses of blood, Dr. Urazoff tied the caroted be- 
low the hypoglossa nerve, but “somewhat higher up from the lingual 
artery.”” A hygroscopic wool pledget was inserted into the lower angle 
of the incision, and its remaining portion closed with four sutures. All 
the three wounds gradually healed, and the man recovered, though ex- 
ceedingly slowly.— Proceedings of the Caucasian (Tiflis, Medical So- 
clety, 1889, No. 15). 


VALERIUS IDELSON (Berne) 
HEAD AND NECK. 


1 Compression of the Brain and Spinal Cord. By Dr. 
ADAMKIEWIcz (Vienna). Formerly it was assumed as an axiom, 
that brain-tissue was practically incompressible, and the symptoms 
caused by increase of the intracranial pressure were supposed to be 
due to cerebral anemia. Experiments on animals, however, prove that 


these suppositions are wrong. For the volume of the brain can be di- 
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minished by pressure, and this diminution is not due to narrowing of 
the blood-vessels, but to the displacement of fluid from the cerebral 
tissue into the subarachnoid space, and thence into the cord and the 
lymphatics and veins of the neck. When the pressure is below a cer- 
tain limit, but yet sufficient to materially lessen the bulk of the brain, 
the cerebral blood-vessels actually dilate. The dilated vessels supply 
sufficient nutriment to the compressed tissue, and there is no func- 
tional disorders of the parts of the brain involved. When the pres- 
sure is below the limit at which functional disorders appear, our author 
cousiders the compression to be of the first degree. In compression 
of the third degree there are visible breaches of continuity; in other 
words, the brain is crushed or bruised. Between compression 
which causes no functional disorders, and compression which produces 
structual lesions, lies ‘compression of the. second degree, in which the 
damage done to the tissues is said to be molecular or dynamical, be- 
cause it cannot be detected by the microscope. While compression 
of the second degree lasts, there are pronounced functional disorders, 
but complete functional restitution follows on the removal of the com- 
pressing force. Adamkeiwicz found in animals that when the com- 
pression just attained to the second degree, irregular attacks of clonic 
spasms of the opposite side of the face and opposite limbs (contralat- 
eral hemiclonus) appeared. As the pressure was increased, hemispasm 
was replaced by hemiplegia, muscular contraction and exaggerated 
tendon reflexes. Paraplegia followed hemiplegia, and spastic tremors 
and paralytic trembling were observed as the compression approached 
and passed into the third degree. In man, as is well known, cerebral 
tumors may remain latent, or give rise to hemispasm, hemiplegia, para- 
plegia and spastic phenomena. In our author’s terminology, cerebral 
tumors cause compression of the first and second degree. Adamkie- 
wicz has cited elsewhere cases to illustrate the disappearance of hemi- 
spasm and hemiplegia when the tumor or other cause of increased in- 
tracranial pressure was remeved. In the following extraordinary case 
he was enabled to observe the immediate effects of compression on 
the human brain. 

A young countryman had a large soft sarcoma removed from the 

f 
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top of his head. The tumor had eaten through the bone, and by the 
operation the dura mater was exposed over an area of twelve to eight 
centimetres, The hole in the skull was filled with a firm tampon, and 
on this a board was placed to support weights. The greater part of the 
tampon was forced within the cranium, but no symptoms were pro- 
duced by placing a weight of seven kilogrammes on the board. Hence 
in man, as in animals, when the brain is compressed to a certain de- 
gree, its volume is diminished, but no functional reaction ensues. Other 
observations of the author confirm this result. To return to the case 
under consideration: A few weeks after the first operation, a second 
was undertaken to remove the tissues infiltrated by the growth. The 
longitudinal sinus was opened, and great pressure had to be applied 
to stop the hemorrhage. As long as the patient remained fully under 
the anesthetic all that was noticed was that the breathing was sterto- 
rous and irregular. But half an hour after the application of the com- 
press paroxysmal attacks of screaming set in. A hemispasm accom- 
panied each screaming fit. The hemispasm was confined to the left 
arm and leg, and consisted of rapid flexions. The closed fist was 
drawn toward the forearm and the forearm hurled toward the upper 
arm. In the lower limb the movements were confined to the hip and 
knee-joints. Each fit lasted two or three seconds, and the interval be- 
tween two consecutive fits was four or five minutes. The patient died 
about an hour after the operation. At the autopsy it was found that 
the superior parietal lobules had been injured by the surgeon’s knife, 
and that the upper third of the ascending frontal convolution and pos- 
terior part of the first frontal on the right side were so flattened that 
the furrows were completely obliterated. The corresponding region 
on the left side was flattened, but not to the same degree or extent. 
Adamkiewicz argues that the flattening was due to the pressure of the 
compress, and the hemispasm was caused by the compression of the 
upper right motor region in front of the fissure of Rolando. He con- 
cludes that there are three degrees of compression of the human 
brain, characterized by the same phenomena which he observed in his 
experiments on animals. 


Compression of the spinal cord has been supposed to cause myelitis 
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by producing anemia. and consequently disorders of nutrition and ne 
crosis. But Adamkiewicz finds that this fundamental premise of the 
doctrine of the so-called compression myelitis is false. He shows 
that in man tumors may alter the shape and lessen the volume of por- 
tions of the cord without causing any functional disturbance, and, 
therefore, without materially interfering with the nutrition of the com- 
pressed tissue. In rabbits he introduced slips of laminaria between 
the dura mater and wall of the spinal canal, and thereby not only al- 
tered the outline and diminished the volume of the adjacent parts of 
the cord, but greatly deflected the paths of the nerve-fibres. _In spite 
of this, the normal functions of the cord were performed for months. 
Hence, compression of the cord, which stops short of bruising, causes 
neither anzemia nor inflammation. Myelitis associated with compres- 
sion is not due to pressure, but to the simultaneous presence of irri- 
tants, such as the products of earies of the vertebre. A case of spi- 
nal curvature is related ax an example of compression of the second de- 
gree. The lower cervical and upper dorsal regions were involved in the 
curvature, and the symptoms were paraplegia and slight vaso-motor 
disorders. As there were no indications of caries, no affections of the 
sensory nerves, no changes in the reflexes or electrical reactions, nur 
the slightest bladder or rectal trouble, it was supposed that there was 
neither myelitis nor any break in the continuity of the tissue. When 
the patient was Suspended from the axilla an immediate improvement 
in the movements of the legs took place, and the paraplegia became 
directly as bad as ever when the suspension was interrupted and the 
weight of the body no longer tended to straighten the curved column. 
— Wien. Med. Woch., Nos. 41, 42, 43, 1888. 


II. Resection of the Upper Jaw with the Greatest Possi- 
ble Preservation of the Soft Parts. By Dr. L. HEuSNER (Bar- 
men). All methods now in vogue for resection of the upper jaw 
produce a more or less amount of multilation or deformity of the soft 
parts, and in order to obviate this the author has employed the follow- 
ing method: After a preliminary tracheotomy and introduction of a 


tampon canula, an incision is made along the lower border of the or- 
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bit, similar to the one used for resection of the infra-orbital nerve, 
only a little longer. This 3'/, cm. long incision, the only one used, 
has the advantage of dividing the soft parts when they are very thin 
and contain but few blood vessels and few branches of the facial nerve. 
The second step of the operation is the opening of the infra-orbital 
canal in order to expose and release the infra-orbital artery and nerve; 
to accomplish this the soft parts of the orbit, together with the peri- 
osteum, are pushed backward. ‘The third step is the dissecting off of 
the soft parts covering the upper jaw, and to do this we begin by dis- 
secting the gums away from the upper lip, up to the margin of the or- 
bit, taking care not to divide the infra-orbital nerve ; the dissection is 
carried out partly from the mouth and partly from the facial incision, 
so that the jaw is free from the nasal bridge on one side to the zygoma, 
and maxillary tuberosity on the other. This step terminates with the 
separation of the soft parts of the gums in the usual manner. The 
fourth and last step of the operation consists in separating the upper 
jaw from its bony connections ; first the processus nasalis is cut through 
by passing from the infra-orbital wound a strongly curved needle armed 
with a chain saw through the lamina papyracea into the nose, and 
drawing it out at the nostril; then the bone is sawn through, while the 
overlaying soft parts are protected by an elevator. Then the zygo- 
matic process is also sawn subcutaneously by a chain saw being passed 
from the external angle of the infra-orbital wound through the infra- 
orbital fissure into the mouth, the angle of the mouth being drawn up 
and protected during the sawing. After this the palatine process is 
sawn through the nostril with a key-hole saw. Bya few blows of a chisel 
and hammer on the infra-orbital wall the jaw is separated from the 
lachrymal bone, and the pterygoid process, and can be drawn into the 
mouth and completely removed by means of the scissors. After the 
hemorrhage has been stopped the operation field can be looked over 
for any portions of tumor left behind, and these easily removed. The 
wound is then packed with iodoform gauze.—Deutsche Medicin. 
Wochen., No. 8, Feb. 21, 1889. 
F. C. Husson (New York). 
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III. Contribution to the Statistics of Tumors of the Jaw. 
By Dr. EuGEN Birnpaum (Berlin). In this paper there is presented a 
statistical compilation of all the tumors of the upper or lower jaw 
occurring in the material of Prof. Kiister’s clinic, Berlin, from 1871 to 
1887 inclusive. There are 63 tumors described, 42 of the upper and 
21 of the lower jaw. Of the 42 tumors of the upper jaw 19 are carcino- 
mata, 15 sarcomata, 2 adenomata, 2 fibromata, 3 cysts and one speci- 
fic new growth. Ten of those of the lower jaw are carcinomata, 7 sar- 
comata, 3 cysts and one osteoma. In 13 carcinomatous tumors of the 
upper jaw the growth originated from the body of the jaw. In 6 cases 
it started from the alveolar process. In the lower jaw 4 carcinomatous 
growths started from the body and 6 from the aveolar process. The 
carcinomata occurred at the ages of 55 to 80 years. Inthe upper jaw 
the sexes were about equally effected. Etiologically we have heredity 
(2), traumatism (1), tobacco indulgence (3), caries of bone. The 
operations performed for removal of tumors, carcinomata, of the upper 
jaw were various. ‘There were 17 total resections. In 5 cases of car- 
cinoma the lower jaw was partially resected. Of 25 cases operated 
upon only 8 had an uncomplicated recovery. The accidents recorded 
in other cases are secondary hemorrhage (2), collapse (2), gangrene (5), 
erysipelas (1), carcinomatous affection of breast, (1). Six cases died asa 
result of operation. In no case did the operation cure permanently. 
One patient, however, remained free from a return 6 years. The rest 
presented a return of their disease at intervals varying from 2 months 
to 2 years. Five cases of return of carcinomatous disease in the up- 
per jaw were operable, the recurrence existing from 2 weeks to 
8 months before operation. One case of return of carcinoma in the 
lower jaw was operated. In all the above cases of carcinoma the 
average duration of freedom of the patient from recurrence was 9'/, 
months. 

The sarcomata included 5 of the upper jaw (body), one of the 
processus palatinus, and g of the alveolar process. The lower jaw 
includes 3 tumors starting from the body and 3 from the alveo- 
lar process. Histologically the tumors are grouped as follows: Up- 
per jaw, 4 spindle celled sarcomata, 7 gaint celled and 2 round celled 
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sarcomata. The lower jaw, 2 spindle celled, 3 gaint celled and 1 round 
celled sarcoma. Of the gaint celled tumors 5 of the upper and 2 of the 
lower jaw fall under the designation clinically of epulis. Of 22 cases 
only four occur among males. The ages in 13 patients were in the 
prime of life; four cases occurred in children and five in persons 58 
and 63 years old. 

The time in which the sarcomata reach a considerable development 
must vary. In one case a tumor became inoperable (in size) within 
5 weeks, while another case required 1o years to reach a considera- 
ble size. The average time of existence of the growth at the date of 
reception of the patient into the clinin has teen as follows: Round 
celled sarcoma, 3 months; periosteal giant celled tumors, 6 
months; spindle celled sarcoma 14 months. The symptoms as a rule 
were less severe than with the carcinomata, more especially in 
the lower jaw. The sarcomata of the upper jaw caused 
much distortion of the features, thereby necessitating the operative 
aid. The general conditions of the patients was good. In two cases 
only were metastases the cause of constitutional cachexia. The prog- 
nosis is in general a more favorable one than with carcinomata, Of 
the cases operated upon the author shows 70% remained permanently 
cured and free from a return of disease. In two cases of sarcoma the 
lymphatic glands were affected, showing to the author’s mind the un- 
reliability of such infection as a sign of carcinoma. 

Two cases of adenoma are recorded (female zt. 57, male zt. 66) 
both originating from the mucous membrane of the antrum of High- 
more. 

The author includes with the tumors of the upper jaw 2 cases of 
fibromota of the naso-pharyngeal space. Two cases of cysts of the 
alveolar process of the upper jaw, one of the antrum, and 3 of the 
lower jaw are also reported. In the sixth section of his paper the au- 
thor records a case of osteoma of the lower jaw in a girl 12 years of 
age.—Zeitsch. f. Chirurg., bd. 28, hft. 6. 


Henry Koptik (New York). 
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IV. On the Operative Treatmnet of the Antrum Ac- 
cording to Mikulicz. By IcNaz Link (Lemberg). This method 
was described in the ANNALS OF SURGERY, Oct. 1886, p. 335. Though 
Mikulicz was successful in four cases, Stoerk soon (Wien. Med. Wehr., 
1886, No. 43) emphasized the natural difficulties of opening into the 
antrum from the lower nasal passage as well as the often probable in- 
jury of the inferior turbinated bone and even the alveolar roof. 
Stoerk disapproves artificial opening of the antrum as he has always 
found access possible through the natural communication beneath the 
middle turbinated. 

However, Link adds two new successful cases. In one a previous 
alveolar fistula closed up in a week, and in the second a buccal and an 
alveolar fistula were also cured in about the same time. Thereafter 
each patient learned to syringe out his antrum through the intra-nasal 
operative opening. Hence he claims that this method of relief is 
radical and rapid. He further briefly describes a method of his own 
for percussing the antrum based on repeated tests in the healthy and 
diseased. He puts one end of a smooth round bit of wood the length 
of a finger against the hard palate close above the second molar tooth. 
Then by percussing the free end of the stick with the finger, he pro- 
duced full clear resonance when the antrum was empty but dulness 
when the antrum was full. This is not’ affected by closure of the cor- 
responding nostril._— Vien. Med. Wochr., 1888 No. 31. 

WILLIAM BROWNING (Brooklyn). 


V. Four Cases of Ligation of the Vertebral Artery for 
Epilepsy. By Dr. Roman v. Baracz (Lemberg).—The first three 
cases of ligature of the vertebral artery for epilepsy were reported in 
the Medical Times and Gazette of November 19,1881, by Dr. W. Al- 
exander, of Liverpool, who operated at the suggestion of Dr. Hugh- 
lings Jackson. 

According to Alexander, the good effects of the operation are due 
to a diminution of the venous stasis in the medulla. ‘The charac- 
teristic physiological expression of this operation is seen in the con- 
traction of the pupil on the operated side, and this should be lasting. 
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This pkenomenon is explained by a lesion of the branches of the su- 
perior cervical ganglion of the sympathetic. 

In Brain of July, 1882, Alexander published the report of twenty- 
one cases, in which he had ligated either one or both vertebral arteries 
for epilepsy. One patient died of blood poisoning, all the others re- 
covered perfectly from the operation. Three patients remained free 
from epilepsy for one year. Nine could be considered cured, as they had 
had no attacks for manymonths. Eight were improved in so much as 
the force and frequency of the attacks were diminished. 

Dr. Alexander concluded his paper by saying that ligation of the 
vertebral artery is a perfectly justifiable operation when other means 
of cure have been tried without avail,such as the removal of the 
external causes and the prolonged use of internal medication. 

The best results are obtained in recent cases where other means 
have failed. Only amelioration can be expected in chronic cases. 


Baracz’s four cases areas follows: 


Case I. Male, zt. 22 years; perfectly well tillsge of 16, when one 
evening at meal he fell senseless to the ground, and had another such 
attack six weeks later. These attacks occurred every six weeks for 
some time, then every three weeks, and between times he had also 
five or six attacks of petit mal. Prodromata were pain in the back of 
the head, nose bled, bloody sputum and a rebellious nasal obstruction. 
All possible internal remedies were tried, and in February, 1888, the 
operation of ligation of the vertebral artery was proposed. 

The operation was done on March 6, 1888. An incision, 8 cm, 
long was made, beginning at the clavicle and running parallel with the 
posterior border of the sterno mastoid muscle. ‘lhe external jugular 
vein was cut between two ligatures, the fascia between the sterno mas- 
toid and scalenus anticus muscle divided and the muscles separated 
by blunt dissection. |The sterno mastoid muscle, together with the 
large vessels of the neck, was pulled forward and the scalenus drawn 
backward, and the carotid tubercle was felt for, the deep fascia opened, 
and the vertebral artery sought; the finding of the artery was rendered 
difficult by the venous hemorrhage in the bottom of the wound; this 


was stopped by compression. In the rapid isolation of the vertebral 
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artery from its accompanying vein, owing to the patient’s poor condi- 
tion, the vein was wounded, therefore both vessels were tied en masse, 
both above and below the wound in the latter. The artery was found 
much enlarged. The wound was closed and drainage tube introduced . 

The operation lasted one and one-half hours. 

The evening of the operation the patient complained of pain in the 
back of the head; pulse roo, temperature 38.4°C.; marked contraction 
of the right pupil, accompanied by ptosis on the same side. The 
wound healed per primam, and up to the time of writing, July, 1888‘ 
the patient has had no return of his trouble and feels considerably bet- 
ter. 

Case II. Male, zt. 24 years; suffered from epilepsy for the last 17 
years; the attacks came on at irregular intervals, but at times has had 
as many as 60 or 70 attacks in 24 hours. Internal treatment and elec- 
tricity had been tried without result. On March 1o, 1888, the right 
vertebral artery was tied, the same operative procedure being em- 
ployed as in the first case. [uring the operation the patient had two 
epileptic attacks, each of which lasted overone minute. Immediately 
after the operation contraction of the pupil and ptosis were observed 
on the operated side, together with a slight facial paralysis. 

The wound healed kindly. 

The attacks appeared up tothe 24th day after the operation, but 
diminished in force and frequency, and from April 4 to July 20, 1888, 
the patient has only had one attack. 

Case III. Male, zt. 29 years, suffered from epilepsy for eight years. 
The attacks were slight at first, but in 1887 they became very severe 
and lasted for several hours. Internal remedies had been taken faith- 
fully without any result. Both vertebral arteries were tied June 14, 
1888. The wound healed kindly and the patient had only one slight 
attack in July. 

Case IV. Boy, et. 14 years. Atthe age of 10 years the boy had a 
few epileptiform attacks which passed away and left him perfectly well 
till August, 1887, when he suffered from a very severe attack; after 
that he had one every third or fourth day, tillin June, 1888, patient 
had four attacks in one day. 
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The patient was operated on August 25, and both vertebral arteries 
were tied; the operation lasted one and one-half hours. Both pupils 
markedly contracted after the operation. The patient had a convul- 
sion half an hour after the operation, but this only lasted a few minutes, 
and was ushered in by a cry. 

The wounds healed kindly, but the patient is yet in the hospital. 

The way in which ligature of the vertebral artery acts in these cases 
is not yet settled; it was at first thought to be due to a diminution 
of the circulation in the pons and medulla, but the anatomical rela- 
tions of the artery are against this, owing to the numerous anastomo- 
ses of the artery. It is probable that the good results of the opera- 
tion are in part due to the fact that the sympathetic nerve is either in- 
cluded in the ligature or wounded during the operation, as evidenced 
by the contraction of the pupil and ptosis on the operated side, which 
characteristic lesion has appeared in every case operated on by Alex- 
ander and the writer. 

The contraction of the pupil is generally permanent, and only disap- 
pears in a few cases at the end of a long time. 

Statistics of the operation. According to Dr. Baracz there are only 
45 published cases including his 4, and the operators were Alexan- 
der, Sidney Jones, Bernays (of St. Louis) and himself. The results 
were as follows: Definitely good results, 8 cases; improvement of the 
condition of the patient in 11 cases; unknown final result, 7 cases (four 
ot the writer’s cases and three of Sidney Jones’); in 19 cases the ope- 
ration gave no result. 

If the improved cases be added to those of cure, it gives a result of 
nearly 50% in favor of success after the operation, and 19% of cures. 

According to Baracz the operation is perfectly justifiable and ought 
to be attempted when all other means have failed. 

Of course the operation is out of question in cases of reflex epilep- 
sy which have their source in some traumatism, and especially in the 
so-called cortical epilepsy of Jackson.— Wiener Medizinische Woch- 
enschrift, No. 7, 8, 9, 1889. 

F. C. Husson (New York), 
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VI. An Artificial Tongue. By A. Poncer (Lyons). Follow- 
ing total extirpation of the tongue, Poncet strongly recommends the 
‘ apparatus of Martin, of Lyons, which, both in cosmetic effect as well 
as functionally, is said to possess the greatest advantages. It consists 
of a horseshoe-shaped piece of metal, which is supported by the lower 
teeth, something like an artificial tooth-plate. At the point of great- 
est concavity, a pin having an articulating point is placed, and upon 
this is attached a soft rubber pocket, shaped so that, when partially 
filled with fluid and attached, it will be about the size and shape of 
the natural tongue. A patient wearing this apparatus can eat and 
speak quite satisfactorily, and there is no dribbling of saliva, the latter 
being swallowed as in health. Itis not probable that the apparatus 
favors a recurrence of the disease. Time is required to enable the pa- 
tient to become accustomed to this artificial tongue, before the full ad- 
vantages and benefit of the apparatus can be obtained.—/Provence 
Med., June 16, 1888. 


CEO. R. FOWLER (Brooklyn). 


VII. A Case of Congenital Macro-glossa, With True 
General Muscular Hypertrophy and Idiocy. By Franz 
BRuCK (Berlin). On November 5, 1886, a female child, et. 10 
months, was brought to Prof. Wolff’s clinic, to be operated on for con- 
genital macro-glossa. The child’s parents were perfectly healthy, but 
the child had twice had some lung trouble. The tongue protruded 
from the mouth as a thick bluish mass, and interfered with respiration 
and feeding. 

On November 7, Prof. Wolff removed a wedge-shaped piece of the 
tongue; there was but little bleeding. The immediate result was ex- 
tremely satisfactory, and in two weeks the child was sent home appar- 
ently cured. 

Six months later, May, 1887,the child was brought back to the 
clinic, and, according to the statements of the mother, the mouth of the 
child had remained open since a few weeks, and though the tongue 
did not protrude, it was greatly enlarged, both in width and thickness, 
and caused renewed interference with respiration and deglutition. 
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It was not deemed advisable to repeat the operation, as there was 
always great danger of recurrence. Now the condition of idiocy of 
the child could be perfectly well made out. The facial expression was 
dull and silly, and the child was perfectly indifferent to all its sur- 
roundings. Examination of the child showed that while at test the 
muscles ofthe back and of the extremities stuck out like those cf an 
athlete; still more marked was this on the slightest movement. All 
the muscles felt hard and firm. The skin of the body resembled that 
of an old person; it was thin and atrophic. The panniculus adiposus 
was absent. The circumference of the head, just above the 
ears, was 45 cm.; that of the neck 31 cm.; the chest, at 
the level of the 3d rib, 43 cms.; that of the abdomen at 
the level of the umbilicus, 47. The circumference of the 
upper third of the forearm was 14 cm, and that of the thigh, a little 
above its middle, 22 cm. The calves measured 16 cm. 

The upper extremities were noticeably short. The contractility of 
the muscles was not increased. The skin reflexes were normal. The 
tendon reflex at the knee was slightly increased. The electrical ex- 
amination showed nothing abnormal. There was slight anesthesia. 
The faculties of hearing, taste and smell seemed scarcely developed. 
No teeth in either jaw. 

Microscopical examination of the removed portion of the tongue 
and of a small piece of the Deltoid muscle, which was excised for di- 
agnostic purposes, showed only normal muscular tissue, so that the 
case has to be considered as one of true muscular hypertrophy. 

The child died in August. 1887, from pneumonia. : 

At the necropsy, the brain and spinal cord appeared normal; the 
gyri of the brain were small. Microscopical examination of these tis- 
sues revealed nothing abnormal. There was an extreme hypertrophy 
of all the muscles of the skeleton, except of the glutei. The muscular 
coat of the cesophagus and intestines was much thickened. The heart 
was very small, and there was no hypertrophy of any of its muscular 
tissue. The liver was normal. The bones were not thickened. 

The case was extremely interesting from many standpoints: 

1. On account of the scarcity of microscopical data in cases of 


macro-glossa. 
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2. That the case belongs to the group, of the few reported cases of 
true hypertrophy of the muscles of the skeleton, and that it hasa 
unique place among these cases, as it was a general hypertrophy of 
all the muscles, and not, as is the rule, of one group of muscles. 

3. Macro-glossa and general muscular hypertrophy have not yet 
been described as occurring together in the same subject. 

4. On account of the accompanying idiocy, and of the possibility 
that this trinity of symptoms (idiocy, muscular hypertrophy aud ma- 
cro-glossa), are not accidental, but belong to one form of disease.— 
Deutsche Med. Wochen., No. 12, 1889. 

F, C. Husson (New York). 


VIII. Operation for Torticollis. By M. Levrart (Paris). The 
author has devised a new method of treating torticollis. Instead of 
operating subcutaneously, he cuts down upon the sternal tendon of the 
sterno-mastoid muscle, by means of a longitudinal incision two cm. 
long. He clears the tendon with the forceps, passes a grooved direc- 
tor under it, and divides it. He then divides any tissue that may bind 
down the muscle at that spot, sutures the wound, and dresses it anti- 
septically with iodoform and gauze. Over the dressings he places the 
following apparatus: The head being enveloped in cotton-wool, a 
silicated bandage is wound horizontally around it at the level of the 
forehead, and a similar bandage vertically over the crown and under 
the jaw. Where these bandages meet at the level of the mastoid pro- 
cess on the sound side, a small hook, with the concavity looking up- 
ward, is inserted. Another silicated bandage is wound around the body 
below the axilla, and through the thickness of the bandage a hook is 
inserted in the middle line in front, having its concavity looking down- 
ward. When the bandages have dried, the two hooks are connected 
by a band of india-rubber, which assists the sterno-mastoid of the 
sound side to keep up a continuous traction, and so correct the de- 
formity. This apparatus and the dressings are left untouched for fifteen 
days, and the success of the operation is said to be assured.—Lance?, 
Nov. 24. 1888. 
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IX. The Artificial Emptying of the Tumor in Enuclea- 
tion of Diseased Portions of the Thyroid Body. By 
Prof. BosE (Gresen). Since Socin directed attention to the fact that 
in the majority of cases of goitre the disease is limited to nodular foci, 
which latter may be removed from the surrounding healthy paren- 
chyma, this “intraglandular shelling-out” process is, without doubt, the 
most rational procedure. 

By the development of these nodules the healthy tissue is not de- 
stroyed, as in cases of malignant disease, but only crowded apart and 
pushed over the larger masses, and converted into a thin layer; atro- 
phy occurring to a certain extent, a large portion of the healthy tissue 
remaining. Therefore the intraglandular shelling-out of these diseased 
nodules can be accomplished with the same certainty of curing the 
disease, without the danger attending total extirpation, such as the 
risk of the supervention of peculiar cachexia following the removal of 
the thyroid body, injury to neighboring large vessels and nerves, sec- 
ondary hemorrhage and the opening of connective tissue spaces in 
the deep portions of the neck. In the operation by enucleation, the 
wound closes easily and unsightly and extensive lines of cicatrical tis- 
sue marking union of incisions are avoided. 

Owing to the difficulties sometimes experienced in readily deter- 
mining the boundaries of the nodular masses, and consequently ot 
separating the capsular investment of the same, and the additional 
fact that they sometimes crowd upon each other in such a manner that 
the partition walls of the tissue become virtually obliterated by pres- 
sure (since these latter are really formed of the healthy glandular tis- 
sue itself, and hence atrophy will-easily take place), it is important to 
avoid hemorrhage to as great an extent as possible during what may 
prove to be a prolonged operation; and to be even prepared to per- 
form entire extirpation of the thyroid itself, should the enucleation be 
found, owing to the before mentioned difficulties, impracticable. Prof. 
Bose performed the operation for the enucleation of goitre three 
times, with unexpectedly good results by the following method: An 
incision is made over the most prominent portion of the tumor, be- 


ginning below near the inner extremity of the clavicle, and carried up- 
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ward and outward toward the angle of the lower jaw. This incision 
serves for the enucleation of the goitre affecting one lobe only; if the 
disease affects both lobes, a similar procedure is to be executed upon 
the opposite side at a subsequent sitting. After separating the skin, 
the superficial fascia, platysma myoides and the muscles attached pass- 
ing from the sternum to the larynx and hyoid bone, and covering im- 
mediately the thyroid body, are brought into view. If the muscles 
are now loosened trom the gland capsule, and the loose connective tis- 
sue surrounding the gland separated somewhat by means of the tips of 
the fingers, this portion of the gland may be lified from the depths of 
the wound and its greatest diameter made to appear above the 
level of the skin. By holding the tumor a short time in this position, 
its contained blood is very considerably decreased in quantity, as for 
instance, in a limb placed in the vertical position. An elastic ligature 
is then placed around the tumor at the level of the edges of the skin ; 
elastic tubing of the size of the little finger answers the purpose well, 
and this is passed, while stretched, three or four times around the 
gland, and is secured by crossing its ends and fastening them by means 
of a catch forceps. 

An incision may now be made into the gland, and the nodular 
masses representing the disease deliberately enucleated, without note- 
worthy loss of blood, by means of the finger or a blunt instrument. 
This may be accomplished, even if it be found that those portions of 
normal structure which seem as partition walls between the nodular 
masses have been entirely obliterated and the latter are attached to 
each other and require the aid of the scissors in their separation. As 
the nodules are enucleated the pressure of the elastic tourniquet 
crowds forward the diseased portions more and more, until finally the 
healthy tissue of the gland remaining becomes converted into a 
pedicle. 

One would naturally suppose that, upon a removal of the elastic 
ligature at the termination of enucleation of the diseased portions of 
the gland, a considerable hemorrhage must necessarily follow. This, 
however, does not, as a rule, occur, and in fact, even the parenchyma- 
tous oozing is slight, and in no case is tamponade of the wound re 
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quired. The depths of the wound are to be disinfected, and the usua 
drainage and suturing of the edges follow. 

This procedure can be employed in enucleating cysts of the thyroid 
or cystic goitre, as well as for the removal of solid nodules. It is evi- 
dent, on the contrary however, that it is not applicable in those rarely 
occurring cases in which a non-malignant tumor of the thyroid is situ- 
ated behind the sternum or trachea, and which is found to remain im- 
movable after separation of the skin and muscles.—Centol. f. Chirg. 
1889, No. 1. 


GEorGE R. FOWLER (Brooklyn). 


. X. On the Treatment of Goitre by Ligation of the 
Afferent Arteries. By Prof. RypycigrR (Cracow). This is the 
method resurrected and improved by Wolfler, as given in ANNALS OF 
SuRGERY, Dec., 1886, p. 523-5. Since then Obalinski has reported two 
such operations, and Billroth 4; though only twice were all four ar- 
teries tied. To these Rydygier adds 12 new cases, in 11 of 
which all four arteries were ligated and in one only the two on one side. 
He ties the inferior artery at the very certain and relatively easy 
point proposed by Drobnik (1887), only a little further down than 
Drobnik, at the upper border of the clavicle on the outer border 
of the sternocleido muscle. This slight modification is to 
make the vessel more accessible, and the scar at a less visible 
point. He severs each artery after double ligation. 
Primary union under one dressing—without drainage except in one, 
slight aseptic fever in few. The curative effect was admirable in all 
but two. One exception was the first case, where only the two arteries 
on the right were tied. Here the subjective improvement proceeded 
very slowly and the objective never amounted to that where all four 
were tied. In another case there proved to be a cyst in one lobe and 
that side did not reduce. 

This gives a total to date of five unilateral operations, with results 
varying from a definite cure to no effect at all. Hence while this 
method may give satisfaction, it should at least not be trusted where 


the other side is in the least involved. That gangrene does not follow 
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tying all four arteries is now shown by fourteen cases. It appears that 
in all these latter cases that have been observed some time, the per- 
manency of the result is established. 

No effect is to be expected in cases where further shrinkage is im- 
possible as in fibrous goitre, and it is doubtful in cystic and advanced 
gelatinous goitre. The most favorable cases are those of fairly recent 
parenchymatous goitre and very vascular forms. So far as those oper- 
ated in this way have been followed no effects suggestive of cachexia 
strumipriva have been noted. 

Billroth in his eight ligations of the inferior artery, tore the vessel 
three times ; and concluded that it was overthin and fragile. Rydy- 
gier had the same experience in one of his twenty-three, and that, as 
in Billroth’s cases, without much strain on the vessel. He appends a 
short sketch of each case.—Wien. Med. Wochr., 1888, Nos. 49 
and 50. 


XI. On Scirrhus of the Thyroid Gland. By Tu. BILL- 
ROTH (Vienna). He first mentions having repeatedly seen cases, 
mostly in women, of hard indurations in the neck in the region of 
either half of the thyroid. It didnot seem so much an enlargement 
or tumor as a deep cicatrization. Recently two such cases presented 
themselves with symptoms sufficient to warrant an operation. These 
consisted in pain radiating from the neck, and difficulty in deglutition 
and respiration. The extirpated material proved the trouble to be an 
almost cartilage-hard scirrhus of the thyroid,—only paralleled by what 
he terms scirrhus cicatrans mammez. In one case lymphatic glands 
became infected. One patient was 46 years old, the other 26. Ex- 
tirpation he believes gives some and the only chance of cure, though 
one of his cases died directly form the operation and the other was 
dying of a relapse.— Wien. Med. Woch., 1888, No. 20. 


WILLIAM BROWNING (Brooklyn). 


XII. CEsophagotomy for Removal of Foreign Body. By 
J. S. M’ARDLE, F.R.CS. The foreign body was impacted on the left 
side just above the sternum. It had been in this situation for about a 
month, and had caused a considerable amount of irritation and in- 
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flammation. A swelling, about the size of ‘“‘a small egg,” lay behind 
the sternal attachment of the left sterno-mastoid. Pressure on the 
swelling caused sharp pain. Mr. M’Ardle considered that the foreign 
body, a piece of beef bone, had penetrated the wall of the cesophagus 
on the left side, and was probably pressing on the vessels. There 
were no symptoms of nerve pressure or irritation. Mr. M’Ardle deter- 
mined to cut down on the foreign body and remove it, so as to pre- 
vent perforation. An incision made along the anterior border of the 
sterno-mastoid at the lower part revealed adhesion of the cesophagus 
to the vessels. Lest any injury should happen to the carotid, two pro- 
visional ligatures were passed round the vessel above and below the 
adherent area. To enable him to do this, Mr. M’Ardle cut through 
and reflected the sternal attachments of the sterno-mastoid, sterno- 
hyoid and sterno-thyroid. The thickened cesophagus was then in- 
cised, and two pieces of bone discovered and removed. They were 
both imbedded In the wall of the cesophagus (size not mentioned). 
The wound was washed with carbolic lotion, and plugged with iodo. 
form gauze. The patient made a good recovery. In remarking on 
the after-treatment of the case, Mr. M’Ardle said that he put great 
faith in the antiseptic plugging of such a wound, to prevent septic in- 
filtration of the cellular tissue of the neck. The provisional ligatures 
on the carotid were not required.— _Dudlin Journal of Medical Sci- 


ence. 
CHEST AND ABDOMEN. 


I. The Mortality of Abdominal Section. By W. A. MEre- 
pItH (London). Atthe meeting of the Royal Medical and Chirurgi- 
cal Society, the author read a paper, the purpose of which was to 
draw attention to certain points affecting the present death-rate after 
abdominal section, and with this view operations for ovarian growths 
were chosen as being to some extent representative of the entire sub- 
ject under consideration. As a basis for the inquiry, the results of the 
author’s own work in this connection, amounting to 126 operations, 
were examined with regard to the chief causes influencing the mortal- 


ity, special reference being made to the ten deaths which occurred in 
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the series of 104 completed ovariotomies. - All the operations were 
performed with strict antiseptic precautions, including the use of car- 
bolized spray. He was now less inclined than formerly to look upon 
the latter as an absolute essential to the safeguards of antiseptic ab- 
dominal surgery, but he still considered it valuable as the most con- 
venient and effectual means of antiseptic irrigation at our disposal 
when dealing with the peritoneal cavity. Both ovaries were removed in 
17 cases, 2 of which terminated fatally, but in neither instance was the 
result in any way attributable to the removal of the second ovary. 
Complete enucleation was performed in five cases, all successful, the 
resulting rent in the broad ligament being closed by a continuous silk 
suture. He advocated the use of the drainage-tube in all cases of 
ruptured or inflamed cysts, in any case where irritating or septic fluid 
had escaped into the peritoneum, in all operations complicated by 
serious injury to bowel or urinary bladder, in every instance where 
washing out had been resorted to, and in all cases of severe operation 
in middle-aged or elderly women. For washing out the peritoneum, 
where necessary, he advocated the use of plain, recently-boiled water, 
cooled as required by the addition of a saturated solution of boric 
acid. Discussing the mortality, he was inclined to believe that in 
large series of cases the average death rate would never be less than 
5 or 6%. Of the ro deaths in his series, 2 were from septicemia, 1 
from intestinal obstruction, 1 from hemorrhage, 1 from dysenteric 
diarrhoea, 2 from chest complications, and 3 from exhaustion; 3 of 
these deaths were from preventable causes. Twelve successful opera- 
tions for the removal of diseased uterine appendages were next re- 
viewed. In 7 patients, in whom both appendages were removed, com- 
plete arrest of menstruation followed. He had found that in cases of 
chronic ovarian mischief about go% were the subjects of obstinate 
constipation, and in them tonic purgative treatment, by lessening pel- 
vic congestion and preventing the formation of scybala, was followed 
by marked relief of symptoms. Included in a series of 10 exploratory 
operations were 2 incomplete ovariotomies. Both patients had been 
tapped, and the death of 1 was directly due to the difficulties encoun- 
tered in the attempt to separate universal adhesions which had re- 
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sulted from this treatment. In conclusion, it was shown that the in- 
creased success of abdominal section for ovarian disease during the 
past 20 years was chiefly attributable to the diminution in the number 
of deaths from septicemia. For purposes of comparison he took 3 
successive groups of operations, which represented 3 separate periods 
during the last 12 years, and gave their average death-rate from septi- 
cemia alone. In 100 consecutive cases taken from Sir Spencer Well’s 
work, when the clamp was used, and before the employment of anti- 
septics, the mortality was 10; or 1 to,every 10 patients. In 150 cases 
recorded by Mr. Thornton in the sixty-fourth volume of the Medical 
and Chirurgical Transactions, which were treated antiseptically and 
with intra-peritoneal ligature of the pedicle, there were 5 deaths, or 1 
to every 30 patients. In his own series of 104 cases there were 2 
deaths, or 1 to every 52 patients. The chief factors which had con- 
tributed to this increased success, he thought, were as follows : 

1. The general adoption of the intra-peritoneal treatment of the 
ovarian pedicle 2. The application of the antiseptic system to ab- 
dominal surgery. 3. The gradual abandonment of the practice ot 
tapping abdominal cysts. 4. The increase of our knowledge respect- 
ing the proper use and management of the drainage tube. 5. The re- 
cent introduction of the plan of freely washing out the peritoneal cav- 
ity in cases complicated by the extravasation of blood or other fluid. 
—Lancet, Oct. 27, 1888. 


II. Intrathoracic Hydatid Cyst: Exploratory Laparot- 
omy. By J. Ripera y. Sans*(Madrid). A girl, zt. royears, was ad- 
mitted to the Hospital for Children on April 30, 1888. Hydatid cyst 
of the liver being diagnosed by Dr. Gonzalez, she was transferred to 
the surgical side for operation. Her general health was good, diges- 
tion perfect, lung-sounds normal, perfect symmetry of both sides of 
the thorax. Enormous swelling of the abdomen, especially above the 
umbilicus; skin much stretched, with conspicuous net-work of super- 
ficial veins. Fluctuation in lower part of abdomen. A solid tumor, 
everywhere dull on percussion, occupied the upper part of the abdo- 
men, descending on the right side almost to the iliac fossa, on the left 














204 INDEX OF SURGICAL PROGRESS. 


extending to the left hypochondrium. No hydatid tremor to be made 
out. On May. 17, an exploratory abdominal section was performed ; 
the supposed neoplasm came into direct contact with the opening, and 
closing it so that the intestines did not protrude. The color of the 
tumor was a slaty grey, and it resembled in appearance an enormously 
hypertrophied pancreas. On introducing the hand into the cavity of 
the abdomen the tumor was found to reach the right iliac fossa, ex- 
tending to and occupying the whole of the right hypochondriac re- 
gions. Without adhesions in front and below, above and behind it 
was firmly attached to the abdominal walls, so that it was only possi- 
ble to explore the anterior surface and lower border. No diagnosis 
was come to; the solid tumor, evidently in intimate relation with the 
liver, neither in color nor appearance resembled that organ, and it was 
impossible to say whether it was the enormously hypertrophied liver or 
neoplasm in intimate relation with it, or a cancer of the epiploon, or a 
neoplasm of the pancreas. Its removal being out of the question, the 
wound was closed, the abdomen being much diminished in size by the 
escape of the ascitic ftuid. The patient recovered well from the oper- 
ation, and was just about to be discharged when she contracted diph- 
theria ; recovering from this, she caught small-pox and died. [Appar- 
ently there are no means for the isolation of infectious cases.| 
On fost mortem the abdominal tumor was found to be the enormously 
hypertrophied liver firmly adherent above and behind. On the right 
side the diaphragm was depressed, forming a large projection into the 
abdominal cavity. On its thoracic side was adherent to it an enor- 
mous hydatid cyst, tense and full, measuring 24 centiméters long by 15 
centiméters wide. This cyst, depressing the inferior wall of the thorax, 
pushed down the enlarged liver. The most notable point is that it so 
little modified the relations of the lung that during life no alteration 
could be detected. Its presence was shown by no physical signs, and 
the patient never had shortness of breath nor the least increased fre- 
quency of respiration.—ev. de Med. y Cirurg. Practicas, Feb. 7, 
1889. London Med. Rec., April, 1889. 
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III. The Surgery of the Gall-Bladder. By Dr. CrEDE 
(Dresden). At the meeting of the Eighteenth Surgical Congress, held 
in Berlin, June 1, the author spoke upon this subject. His observa- 
tions were based on 5 cases. All had suffered from gall-stone colic for 
more than 8 years, and all were reduced in flesh. In 1 case no tumor 
could be felt, but in others the swelling was evident. The tumor was 
of great diagnostic value. If the gall bladder felt soft, it must be more 
or less normal; it could fill up, as it was not attached to the neighbor 
ing parts, and a normal condition might be restored by cystotomy. In 
other cases, in which distention could not take place, there was degen- 
eration, and there was no chance of restoring the functions of the vis- 
cus. In such cases extirpation was demanded. In one case in which 
he could see only the point of the gall-bladder like the tip of a finger, 
he raised the liver, separated the gall-bladder with great difficulty, 
opened it, and removed to large stones. On examining with the fin- 
ger, he felt the end quite rounded; he could not penetrate into the 
ductus communis. As he was about to remove the gall-bladder he 
felt another rather large stone deep down, which was plainly the cause 
of the severe symptoms. He removed the stone and then excised the 
gall bladder. Four arteries spouted, which were compressed with for- 
ceps and removed after 24 hours. On account of the firm attachment 
of the liver to the gall-bladder it was thoroughly cauterized. No re- 
action; no fever. Later, some calculi came, and always in connec- 
tion with an attack of colic. In the second case 4 large stones were 
removed, and the gall-bladder was then drained. When the gall-blad- 
der was removed from dogs, they immediately got enormous appe- 
tites; but notwithstanding a plentiful supply of food, they emaciated 
considerably. In the two cases mentioned quite a fabulous appetite 
declared itself shortly after the operations, and the first patient soon lost 
12 pounds in weight, and the second five. They did not show any in- 
creased weight until the sixth week. He thought that notwithstand- 
ing the results hitherto had been unfavorable, they would be much 
better when the method of operating had become perfected. 

Dr. Thiem (Kottbus) had a patient sent to him with an abdominal 


tumor. In injecting the rectum with water, the ascending colon could 
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be plainly felt, and he concluded the tumor was a malignant one of 
the omentum. 

Operation.—As it was impossible to separate the tumor from the 
abdominal wall, this was cut straight through with the scissors. He 
then followed a band upward and reached a second tumor—the gall- 
bladder. This was intimately adherent to the intestine and omentum. 
Severe parenchymatous bleeding. After its arrest and ligature of the 
cystic duct the tumor, which was hour-glass shaped, was removed. 
Not only the gall bladder, but its connecting passage and the tumor 
of the abdominal wall, were distended with gall-stones. A gall-stone 
fistula soon formed, and healing never took place. 

Dr. Korte (Berlin) demonstrated some gall stones, 1 of which he 
removed from the interior of a small intestine, which had become 
blocked up by it. The patient died 12 hours after the operation. 

Dr. Rehn (Frankfort) had also removed a biliary calculus that gave 
rise to symptoms of ileus. The patient recovered. 

Dr. Hagemann had performed 3 operations of the kind under dis- 
cussion. 2 cholecystotomies, and 1 cholectomy. All the cases recov- 
ered. The subsequent history of the cases was as follows: 

The first patient lived a year, then became cachectic, and died. 
The second became ill 3 months after operation, with pains and shiv- 
erings. Examination revealed echinococcus cysts in the stools, evi- 
dently from the liver. An exploratory incision was made November, 
1888. Three days later she became somnolent, and died of septice- 
mia. Section showed a rather large collection of echinococci that had 
burst in the direction of the surface. The third patient was living, 
and 3 weeks before had a slight attack of colic. 

Dr. Helferich (Greifswald) had hada fatal case in which a gall- 
stone gave rise to symptoms of ileus. ‘The half of a gall-stone was 
found at the point of entry of the gall bladder into the duodenum. It 
had here destroyed the muscular tissue, and in consequence of this 
had set up circumscribed peritonitis, dragging in its train the ileus, and 
paralysis of intestine. 

Dr. Tischendorf (Leipsic) had extirpated the gall-bladder 2 years 
ago. The patient was still quite well, and was then half way through a 


normal pregnancy. 
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Dr. Langenbuch (Berlin) had had a total of 24 extirpations of the 
gall-bladder. The more experience he had the more he felt the need 
of collecting further information and of hearing the observations of 
his colleagues. It was very difficult to formulate any guiding princi- 
ples for the choice of the methed of operation. Cholecystotomy was 
an operation that well deserved recognition, although its results were 
not so favorable as had been represented. Out of 75 cases of opera- 
tion there had been 2 relapses, 11 deaths and 16 cases of fistula; in 
61.3% uninterrupted recovery. He had only lost 2 out of 22 cases. 
through too late operation. In cases in which he felt the ductus chol- 
edochus filled with calculi he would not operate at all, or with the 


greatest caution.— Afedical Press and Circular, June 5, 1889. 
GENITO-URINARY ORGANS. 


I. Unusual Case of Urethral (Scrotal) Calculi. By Dr. 
Niko.at I. TeztakorrF (Ariaj, Russia). A robust Bashkir peasant, zt. 
18, applied to the author for scrotal stone of fifteen years’ standing, 
painful micturition and scrotal fistula dischargng urine with occasional 
calculi of the size of a walnut. The fistula had appeared about twelve 
months previously. On examination, the scrotum was found to be 
considerably enlarged, tense and smooth and to contain a crepitating 
hard mass as large as a male fist. About the middle of the right half, 
1 cm. from the raphe, there was present a fistulous opening with 
smooth cicatricial edges. A catheter, introduced into the urethra, 
struck a ‘stony obstacle” 2 cm. from the meatus and could not be 
pushed further. A probe, passed through the fistula, came in contact 
with the catheter in the urethra. Scrototomy with urethrotomy was at 
once proposed and willingly accepted. Accordingly, an incision, 4 cm. 
long, was carried along the raphe, and the cavity opened. As many as 
20 stones of various shapes and sizes (from that of a cedar nut to that 
of a hen’s egg) were extracted. The cavity proved to be nothing else 
than an enormous diverticulum of the cavernous portion of the ure- 
thra, beginning from the pars membranana, occupying the whole scro- 
tum and gradually passing into the normal urethra, 2 cm. from the 


external orifice. The cavity was lined with an apparently normal 








208 INDEX OF SURGICAL PROGRESS. 


urethral mucous membrane. Having washed it out with a corrosive 
sublimate solution (1 to 2000), the author introduced a Nelaton’s 
catheter into the bladder through the urethra and a drainage tube into 
the scrotal cavity, and closed the wound with sutures. The after- 
treatment consisted in washing out the cavity with a 2 per cent boracic 
lotion. On the fifth day, the drainage, and on the sixth the catheter 
were removed, the incision healing fer primam. On the fourteenth 
day the fistula was pared and closed. On the twenty-eighth day the 
patient left well, the diverticulum having contracted down to a small- 
sized sac about the root of the penis. Dr. Teziakoff hopes that with 
time the patient’s urethra will assume its normal condition. The cal- 
culous mass removed weighed ¢ ounces 7 drachms, the largest concre- 
tion (measuring 6x44 cm.) 3ij. 3j. Bij. The calculi had a greyish 
white color anda partly rough, partly polished surface. They con- 
sisted of phosphates.—AZeditzinskote Obozrenie, Nos. 2 and 3, 1889. 


VALERIUS IDELSON (Rerne). 


II. On the Relation of Congenital Phimosis to the 
Origin of Hernia. By J. ENGLiscH (Vienna). After discussing the 





various previous statistics and views—Friedberg, Osborn, Kempe and 
Schinid, positive; Wittelshoefer, negative—he tabulates 138 cases of 
phimosis, collected from 1800 observations at all ages up to 70 years. 
He argues that if congenital phimosis be a cause of hernia, it would 
be all the more apparent the longer its duration and hence adds these 
statistics from adult life. They do not show any predominant influence 
of this cause. He concludes that the frequent coexistence of visceral 
herniz and narrowness of the prepuce can not have its cause in the 
latter, but in the coexisting imperfect closure of the peritoneal diver- 
ticle. Phimosis and narrowness ofthe urethral orifice have only a sub- 
ordinate importance.— Wien. Med. Wochr., Nos. 26,27 and 28, 1888. 


WILLIAM BRownincG (Brooklyn). 


III. The Operative Treatment of Hypertrophy of the 
Prostate. By H. Kuemmet (Hamburg). At a meeting of the 
Hamburg Medical Society, Kuemmel reported three successfully oper- 
ated cases of hypertrophy of the prostate, occurring in subjects 65. 70 
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and 72 years of age. The operation was performed in the following man- 
ner: The bladder was previously disinfected, and then filled with 300 
grams of water. An ordinary epicystotomy was made, the enlarged 
prostate siezed with forceps, drawn forward and as much as necessary 
of the hypertrophied mass removed with the Pacquelin cautery, or the 
galvano caustic loop. If stricture of the prostatic urethra was pres- 
ent it was stretched with a suitable dilator and a large-sized catheter 
afterward introduced and left in situ. The vesical wound was closed 
special attention being paid to the suturing. The prevesical space was 
packed with iodoform gauze and the external wound allowed to granu- 
laté. The dressing was removed on the tenth day. 

A large Nelaton catheter is always introduced into the bladder af- 
ter the operation, and allowed to remain tor fourteen days, when it is 
removed, for by this time a firm union of the vesical wound may be 
expected. 

When the catheter is removed, the after-treatment commences; it 
aims to restore the muscular tonus to the organ, and to obtain this, 
injections of strychnine, washing out with cold water, and intra-vesi- 
cal applications of electricity are used 

He regards permanent catheterization, perineal section, and the es- 
tablishing of a supra-pubic vesical fistula as only palliative measures, 
in the treatment of enlarged prostate, since they can not prevent the 
recurrence of urinary retention and vesical catarrh. 

He thinks the operation of removing the enlarged middle lobe per 
urethram as has already been done several times, to be extremely lim- 
ited in its scope, being only suitable for some of the rarer forms of the 
disease, where the pedunculated middle lobe of the prostate acts as 
an obstruction to the flow of urine.—Deutsche Med. Wochenschrift, 
No. 16, 1889. 

F. C. Husson (New York). 


IV. Emptying the Bladder by Manual Compression. By 
Jutius HeppagEus (Idar). The author has found manual compression 
of the bladder an admirable substitute for catheterism in a considerable 


number of cases where mechanical aid of some kind is imperatively 





210 INDEX OF SURGICAL PROGRESS. 


called for. He employs two methods, which may be used alternately, 
so as to give relief to the hands when they get tired. In the first 
method the surgeon stands by the side of the patient, who lies on his 
back. Looking toward the patient’s face, he lays the right hand on | 
the left, puts the thumbs together, and then grasps the bladder so that 
the thumbs lie close to the symphysis, pressure being made of course 
downward and backward, and the thumbs being gradually approxi- 
mated to the little fingers. In the second method, the back is turned 


to the patient’s face and the bladder grasped with the hands placed 
with their ulnar borders against Poupart’s ligaments. the finger tips 
meeting over the pubes. In the first method the chief work falls on 
the thumbs, in the second on the fingers. The latter is especially ap- 


plicable in cases where the bladder is only partly full, Manual com- 
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pression must only be employed very lightly in cases where the blad- 


der is overdistended, and where there is any inflammation or pain it 


is altogether contra-indicated. It is mainly useful where there is paraly- 


sis of the muscular coat ofthe bladder, whether with or without further 


paralytic affections. When the sphincter is paralyzed, so that incon- 
tinence exists, this method may be employed for emptying the bladder ; 


after it has partially filled, so as to prevent the constant dribbling. One 





advantage of the manual method is that it may be safely taught to 
the patient’s attendants in many cases, and thus the bladder may be 
emptied at stated times, and as frequently as the surgeon thinks re- 


quisite.—Zancet. 


V. Washing out the Bladder without a Catheter by 
means of Simple Atmospheric-Pressuie in Cases of Pain- 
ful Cystitis. By M. Lavaux (Paris). In a small work recently pub- 
lished (Steinheil, Paris, 1888), Dr. Lavaux gives a description of the 
method adopted by him. The fluid used is allowed to pass into the 
urethra by its own weight upon the principle of the syphon, an India- 
rubber tube carrying it from a reservoir above to the orifice of the ure- 
thra, into which a perforated nozzle is passed. The reservoir is placed 
about three or four feet above the patient, who is lying down. The 
liquid first fills the urethra, and then passes easily into the bladder. As 

















GENITO-URINARY ORGANS. 211 


soon as the patient shows a desire to pass water, the nozzle is re- 
moved, and the stream is allowed to passed out naturally. The in- 
jection is repeated as often as the operator judges necessary, but usu- 
ally four or five injections are required, though this depends upon the 
tolerance of the bladder. Solutions of cocaine and boric acid were 
chiefly used. For washing out the urethra an elastic fine catheter, 
with the ends bulbous and the openings allowing of a reversed cur- 
rent, was used, so as to obtain a constant irrigation by antiseptic solu- 
tions several times in the day. A number of cases of painful cystitis 
are detailed, and the conclusions arrived at that this simple method of 
washing out the bladder without the aid of a catheter has many ad- 
vantages, and that in cases of painful cystitis the anzesthetic action of 
cocaine is a great assistance toward cure. Where there is much loss 
of substance in the urethra difficulties arise, but this mode of injection 
often helps the surgeon to discover the presence and the position of 
fistula. Greater success in thoroughly cleansing and rendering asep- 
tic the bladder and urethra can be obtained by this method than by 
any other process. Anesthesia of the mucous membrane of the blad- 
der can be produced in a few minutes by the injection of hydrochlo- 
rate of cocaine by this means, and then the use of aseptic injections 
will cure cases of cystitis rapidly, and neither morphia nor nitrate of 
silver nor any cutting operation is required.—Zondon Med. Rec., April, 
1889. 


VI. Experimental Researches on Restitution of the 
Bladder. By Prof. Tizzont and ALpHonso Focci (Bologna). Gluck 
and Zella, in a communication in 1881, to Berlin Congress of Surgeons, 
related attempts at complete removal of the bladder in animals, and 
to lead the ureters, or transplant the same into the rectum. The ani- 
mals died before the fourth day. 

Bardenheuer succeeded in an attempt to transplant one ureter into 
the rectum. The animal under these circumstances lived, but upon 
post-mortem he found a condition of hydronephrosis, resulting from a 
cicatrical contraction of the point of artificial insertion of the trans- 


planted ureter, and dilatation of the latter. 
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Novaro, of the clinic of Siena, through well directed experiments, 
succeeded in transplanting both ureters into the rectum, with removal 
of the bladder ; the operation being performed at two sittings. 

Prof. Tizzoni and Alphonso Foggi propose to replace the removed 
bladder by a portion of a loop of the jejunum with its attached me- 
sentery. The operation is without doubt a very delicate one, but the 
bladder thus procured answers to all demands of the urinary visicus. 
The portion of bowel to be used is first isolated and resected, the gap 
being closed by a circular suture of the stumps. Second, the ureters 
must be loosened from the sides of the bladder and the latter organ 
removed. ‘Third, one end of the loosened loop of bowel is accurately 
attached to the neck of the bladder, and the outer opening closed ; and 
lastly, the ureters are to be attached to the artificial bladder thus pro- 
cured. 

A female dog was chosen for the experiment, on account of the 
great ease of washing out the bladder. ‘Two months after the opera- 
tion the animal was still alive and in good health. 

The operation is more accurately described as follows: A short loop 
of the jejunum, 7 cm. long, which reached to the os pubis, was iso- 
lated, after opening the abdomen in the median line almost to the 
navel. All faecal matter was removed from the isolated loop of the 
jejunum and it was washed in a carbolic solution, and then the open- 
ing was closed with a loop or noose, and temporarily attached to the 
neck of the bladder. This ended the first sitting, the wound in the 
abdomen then being closed. 

About a month afterward the abdominal wound was reopened, the 
portion of bowel identified and found lying in the longitudinal axis of 
the abdomen, the lower end lying behind the os-pubis and in front of 
of the bladder. After loosening somewhat the newly formed adhesions, 
it changed its situation. ‘This portion of the bowel was well nourished 
through the mesentery, but contracted so that it was narrowed and 
shortened. With due precaution the ureters were loosened from the 
bladder, and isolated to the length of some centimeters. Then the 
entire bladder was removed. 


After these preparations a cross-incision of the lower end of the iso- 
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lated portion of bowel was made, and the open portion attached to 
the neck of the bladder. The ureters were sutured into openings in 
the sides of the new bladder, and the abdomen closed. A thin elastic 
catheter was fastened in the ureter and bladder, in order to secure a 
continuous flow of urine from the parts during the first few days. 

The second operation lasted about an hour and was well borne by 
the dog ; in the night, however, the animal succeeded in freeing her- 
self from the catheter, but this did not result disadvantageously, for 
the urine continued to flow from the artificial bladder drop by drop. 

Nothing worthy of <pecial note occurred regarding the general con- 
dition of the animal. After a few days she again became active, and 
the wound healed kindly. The facts observed regarding the new blad- 
der, however, are remarkable. 

During the first week complete urinary incontinence occurred. The 
dog, from time to time, endeavored to urinate, assuming the normal 
position for that purpose, and succeeded in expelling each time about 
a teaspoonful of urine. In the intervals the balance of the urine flowed 
away in drops. 

By degrees there appeared signs that the sphincter vesice had be- 
come effective in controlling the urine; after fifteen days the incon- 
tinence terminated, urination taking its place and occurring every fif- 
teen minutes. The quantity at each act was calculated to be about 
six ccm. During the intervals no flow occurred. 

With the lapse of time the vesical irritability lessened, and ob- 
servation showed that the urine could be retained about an hour, and 
the average quantity evacuated each time from ten to fourteen ccm. 

The curious fact is remarked that the incontinence, while it improved 
for the hours of the day, continued unimproved for the hours of the 
night, for at least a month; in other words, the animal suffered 
from nocturnal incontinence. How much this depended on the one 
hand, upon the nerve centres, or, on the other, upon the slight capac- 
ity of the new bladder, before it became distended, is a question for 
future study. 

This first experiment resulted very satisfactorily. The animal after 


two months was healthy, active, well nourished and even growing fat. 
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The urine continued to be retained in the new bladder and its contents 
evacuated in a stream, with the animal in the normal position ; frequent 
urination, however, is still a feature of the case, which probably arises 
from the slight capacity of the new bladder. It is possible, however, 
that the latter, with the lapse of time, will become distended to an ex- 
tent sufficient for the purposes of the normal function. This suggests 
the advisability in future experiments of separating and utilizing a 
larger portion of bowel, in order to obtain a greater capacity for the 
artificial bladder. 

This successful result encourages the hope that the operation may 
be accomplished in a single sitting.—Centralblatt f. Chirurg., 1888, 
No. 50. 


GEORGE R. FOWLER (Brooklyn). 


WOUNDS, INJURIES, ACCIDENTS. 


I. Anatomical Conditions Found in Cases of Sudden 
Death after Extensive Burns. By E. FRAENKEL (Hamburg). It 
is well known that extensive burns on the surface of the body, especially 
in children and old peple, are often followed by death, either in a few 
hours or two or three days after the accident. 

A number of theories have been advanced. 

Sonnenburg believes that death after extensive superficial burns, is 
due, either to the overheating of the blood and the consequent heart 
paralysis, or that the characteristic symptoms of collapse presented are 
due to an over-irritation of the nervous system, which causes a reflex 
lowering of the tonus of the blood vessels. 

Ponfick says the cause of death is due to the disintegration of the 
blood corpuscles by heat, and the carrying in the circulation of these 
disintegrated blood cells, and the setting free of hemoglobine in the 
internal organs cause a blocking up of the kidneys, and the develop- 
ment of parenchymatous changes. 

Lesser declares the acute oligocythemia to be the functional cause 
of death. The disintegration, by heat, of the red blood discs, and their 
functional incapacity, though still maintaining their form, is, according 


to him, the chief cause of death. 
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In a case where death occurred 18 hours after an extensive burn o 
the I and II degree, Fraenkel found, on microscopical examination of 
the kidneys, a finely granular, highly refracting substance in the convo- 
luted tubes and in the Henle’s tubes. This substance at times covered 
the epithelium of the tubes, and at times lay free in theirlumen. The 
glomeruli were swollen, filling the capsule completely, the epithelium 
of the tuberti contorti was cloudy—many of the cells were either matted 
together, loosened from the walls, or so swollen that the lumen of the 
canals was almost blocked. The nuclei of the epithelium were for the 
most part not visible, and the photoplasm was changed in a finely 
granular detritus like mass. The tubuli recti were stopped up with 
hemoglobin cylinders. This examination of a fresh specimen was 
confirmed by examination of hardened and stained sections. A second 
case, that of a 47 year old woman, who died 15 hours after an exten- 
sive burn of the I and II degree, extending over two-thirds of the body, 
gave the same results for the kidneys. In the spleen a large number 
of the pulp cells were filled completely with drops of hemoglobin, 
some of these cells had ruptured and emptied their contents in the 
neighborhood. In the liver cells there was a disappearance of the 
nuclei and degenerative changes in the protoplasm, also an aglomer- 
ation of gold-yellow masses, which covered more or less the cells still 
retaining their nuclei. A third case, death after 24 hours, where the 
kidneys only were examined, they presented the lesions already de- 
scribed. 

According to Fraenkel it is to be seen by the preceding sketch that 
death results, after extensive burns, from severe organic disturbances, 
which show themselves in the blocking up of the urinary tubules by 
hemoglobin cylinders, the extensive degenerative processes taking 
place in the epithelium of the kidney, and by the occurence of a finely 
granular material, whose province is yet unknown. These changes are 
not limited to the kidney alone, but occur in the liver and spleen, as 
demonstrated by the second case. 

In a case where Fraenkel made an autopsy, 14 days after an exten- 
sive burn, the hemoglobin was still to be recognized in the spleen and 
kidneys, by the presence of deposits of pigment.— Deutsche Med. Woch- 
enschrift, No. 2, 1889. 

F. C. Husson (New York). 
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ULCERS, ABSCESSES, TUMORS. 


I. A New Method of Treating Torpid Ulcers. By Dr. F. 
SPAETH (Frankfurt). This is a method devised and for some seven 
years successfully practiced by Dr. A. Harbardt, of Frankfurt. It aims 
to cure the cause. The chief reason why these ulcers have so little ten- 
dency to heal, and so great to break out again lies in the faulty nutri- 
tion of the tissues—the insufficient blood supply. Their callous borders 
consist of dense non-vascular connective tissue, whilst their base is 
formed by tentinous connective fibers, resisting regeneration. This 
thickening arises either secondarily from the chronic irritation of the 
ulcer, or the base of the sore reaches down to some firm non-vascular 
facia. Stimulating applications, circumcision, lateral decision, Rever- 
din’s transplantations, etc., all fail to remedy the cause. 

The new method consists in slitting the ulcer lengthwise and far into 
the healthy tissue, then adding lateral incisions through the callous 
borders, also into the normal tissue—the latter cuts being about 2 ccm. 
apart. All these incisions must go well through the subcutaneous 
facia, so that the severed parts gape widelv. The rather free hemor- 
rhage is controlled by pressure (tampon). Over the wound an iodoform 
bandage is applied and allowed to remain 8 to 14 days. Abundant 
healthy granulations shoot up from the incisions and soon cover the 
whole space; on reaching the skin level, the epithelium forms rapidly. 
In large defects transplantations can then be made to the nicely granu- 
lating surface. 

3efore practicing multiple incision, the ulcer should have cleansed 
itself of all necrotic parts. 

The resulting cicatrix is far more resistant against insults than those 
gained by former procedures, a great advantage in the vicinity of 
joints as it also limits their motility least, 

This method usually shortens the period of cure; it 1s admirable in 
the obstinate, painful so-called erethic ulcers, and specially applicable 
in torpid ulcerations following deep burns, contusions, and in varicose 
ulcers. Two illustrative cases are briefly given, in one of which he re- 
peated the operation before getting final closure.—Centd/. f. Chirg. 
No. 14, 1888. 
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II. Osteoma inthe Adductors of Cavalrymen (Rider’s 
Bone of Billroth.) ByS. W.Ortow. The author gives a case of 
a cavalry captain 37 years of age. The bone was removed from the 
upper end of the long adductor muscle. It had a mobile union of the 
pelvis. It was 5 cm. long, 3'/, wide at the base, and 1°/, thick. A mi- 
croscopical description is viven. He cites previously published cases 
making with this a total of 13 or 14. The most frequent seat so far, 
as stated is the long adductor and the pectineus (3 cases), next the 
adductor magnus (2 cases). But the bone may develop in tendons as 
well as in muscles. Traumatism (local blows, etc.), is mentioned as a 
cause in some cases.— Wien. Med. Wehr. No. 51, 1888. 


WILLIAM BROWNING (Brooklyn). 


III. Contributions to the Study of Bacteria Found in 
Tumors. By H. Nepveu (Paris). The author discusses carcinoma 
bacilli, and asserts that he has found bacteria in the blood in cases of 
carcinoma of the rectum, with subsequent septic infection. In break- 
ing down and softening of carcinoma of the mamma, following persist- 
ent eczema of the nipple, be has found cocci. In all these and similar 
cases the bacteria have penetrated from outward into the tissues, but 
do not bear any direct relation to the formation of the tumor itself, only 
in so far as their retention in the tissues for a long period of time leads 
to a condition of constant irritation, and may thus favor the develop- 
ment of new formations. The author does not assent to Scheurlein’s 
view concerning the etiology of carcinoma. It will be remembered that 
the latter succeeded in producing pure cultures of bacilli and spores 
both from the serum scraped from carcinomatous masses, as well as 
from the growths themselves. These are claimed by S. possess pecu- 
liar characteristics. He succeeded in cultivating them upon agar-latine 
and afterwards inoculating the mammary glands of dogs with the same, 
The results obtained were striking, inasmuch as tumors were produced, 
characterized by wide-spread cell growth and granular cells, in which, 
as in carcinoma, the peculiar bright spores of Scheurlein were found. 
The theory advanced by N., however, in spite of the fact that he dis- 


claims belief in that of Scheurlein, seems to contain a concession to 
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that author’s work. He believes that in the process of softening of the 
tumors the bacteria play an important role. In a case of fibroma of the 
popliteal space, with intact integument and no inflammatory appear- 
ances present, he found upon removal, in places where softening was 
in progress, cocci, attempts at cultivation of which gave no satisfactory 
result. The patient was discharged, but died five months afterward 
from a recurrence in the vertebral bodies, and compression of the spinal 
cord. [In all probability this case should’be considered as a sarcoma ] 
The author does not seem to be clear as to the origin of the bacteria as 
found in the structures of the growth, and states that the latter may 
have been, first a gland, into which the bacteria penetrated from the 
periphery at some previous time, or second, the bacteria may have been 
deposited there from the blood. In any event, it is only claimed that 
the bacteria, by their presence, lead to softening of the carcinomatus 
growths.— Gaz. hebdom. de Med. et de Chir. No. 18, 1888. 
G. R. FOWLER (Brooklyn) 
BONES, JOINTS, ORTHOPZEDIC. 

I. Case of Vertical Fracture of the Patella. By Dr. Pave. 
S. GereR (Kaluga, Russia). A soldier, when standing with his firmly 
planted right lower limb, semi-flexed at the hip and knee-joint, tried to 
drag up the thigh a very heavy sack of flour. Suddenly he felt an 
acute pain about the knee, and found himself unable to extend the ex- 
tremity. When seem by Dr. Geier, two months after the accident, the 
man continued to suffer from pain about the joint, both on active and 
passive movement. When walking he was dragging along the limb, 
which remained slightly bent in the knee and adducted. Examination 
revealed an almost vertical fracture of the patella, running but slightly 
obliquely, and dividing the bone into two nearly equal halves. The frag- 
ments were separated, one of them being retracted upwards. Hence 
the bone seemed to be enlarged in the longitudinal diameter. They 
could be, however, brought into immediate contact. The author 
has been unable to find in literature another instance of a vertical frac- 
ture of the patella. [Still the case, though exceedingly rare, is not 
unique, as may be seen from Dr. E. Guilt’s paper in Eulenburg’s— 
Real Encyclopedia, Vol. vii, p. 490.—Eb. | 
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_ Another point of great practical interest consists of the fact 
that the injury had been caused not by a direct violence, but by a 
powerful muscular effort (evidently by a forcible contraction of the 
quadriceps, the patella being fixed by the ligament). Nothing is said 
about the treatment adopted, or result thereof.—Proceeding of the 
Kaluga Medical Society, Feb. 1889. 


II. On Operative Treatment of Ankylosis at the Hip- 
Joint. By WILHELM TH. LINDENBAUM (Iaroslavl Russia). The author 
details four cases, of which two refer to children of 11 and 8, with 
one-sided ankylosis of the hip-joint. In both, Volkmann’s subtrochan- 
teric osteotomy was pertormed with satisfactory results. A third patient, 
a girl of 13, had double ankylosis caused by her having been bed-rid- 
den for 3 years (in consequence of articularrheumatism). The anthor 
resorted to osteotomy on one side, and to a total resection of the joint 
on the other. ‘The girl became able to walk without any support, and 
even torun about. The fourth case is that of a lad of 18 who had re- 
mained in an utterly helpless condition for five years, in consequence 
of his having double rectangular ankylosis, both of the hip and knee 
joints. Four operations were successfully made, first of all, resection 
of one knee-joint; 6 weeks later, resection of the other; 2 months after- 
wards, supratrochanteric osteotomy of the left hip (securing a movable 
joint), and resection of the other (at one sitting). The patient (who is 
still under observation) soon commenced to walk.—Zvansactions of 
the Third General Meeting of Russian Medical Men at St. Petersburg, 
Nos. 2 and 8, 1889. 


VALERIUS IDELSON (Berne). 


III. The Treatment of Congenital Dislocation of the Hip. 
By Emit Martin (Halle). The treatment of double congenital dislo- 
cations of the hip is very unsatisfactory; but little can be done, except 
by the use of corsets which push the head of the bone downwards; 
even these accomplish but little. Resection of the head of the bone 
has given fairly good results. In the unilateral form of the disease 
Volkmann has had excellent results with the following mode of treat- 


ment: He tries to obtain a permanent abduction of the limb; this natu- 
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rally causes a tilting of the pelvis on the affected side, hence a lengthen- 
ing of the limb, which compensates in a measure for the disturbances 
in the growth of the bone; moreover, he seeks to obtain a strengthen- 
ing of the muscles and ligaments so as to give the head of the bone a 
fixed position; lastly, he places much stress on the general treatment of 
the patient. 

Volkmann’s method has the advantage of not interfering with the 
education of the child, as most of the treatment is conducted at night. 

The change in the position of the head of the bone is obtained by 
extension by weights. This extension must be so strong that in the 
recumbent position the shortened limb appears the longer, and thus 
over-correction is obtained. This over-correction is important, for 
later on a portion of the abduction is lost. The extension is applied 
in the ordinary way, and a weight of 4 or 5 kilos is used for very young 
subjects,and being sometimes increased up to 7 and 8 kgms. The 
children soon become accustomed to it. Later on this is replaced by an 
extension gaiter reaching above the kneee. The children atthe begin- 
ning of the treatment must be put to bed early and get up late, so that 
extension may be applied for some hours. In some of Volkmann’s 
cases the extension at night has been kept up for 10 to 15 years. 

By day the child is allowed to go about as much as it wishes without 
any form of apparatus. 

The strengthening of the muscles and ligaments is accomplished by 
daily massage. 

For the general health, the child is put on a nourishing diet, one 
that will prevent the formation of superflous fat. Morning and evening 
gymnastics are advocated. Nothing can be expected from a resection, 
as it only increases the shortening.—Deutsche Med. Woch., No. 16, 


1889. 
F. C. Husson (New York). 


IV. Treatment of Pott’s Disease and Vertebral Frac- 
tures. By H.C. Woop, M. D. (Philadelphia). At his recent clinics 
in the University Hospital the author suggested and exemplified a 


novel method of carrying out an old indication of the treatment of in- 
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juries of the vertebral column, which seems to us to have so much of 
promise as to be worthy of extended trial by the profession. Many 
years ago, even before the memoir of the late Prof. J. K. Mitchell, of 
the Jefferson Medical College, with its numerous quaint illustrations, 
members of the profession recognized that the great indication in the 
treatment of Pott’s disease is extension and removal of the superim- 
posed weight trom the diseased vertebra. Various devices for meeting 
this indication of extension have been from time to time suggested, and 
the value of the plaster jacket as a means of making permanent the 
temporary extension gained by hanging up a patient is universally rec- 
ognized. ‘The effectiveness of this jacket depends upon the fact that 
the general shape of the human body is that of two opposed cones, 
which are placed in such a position that the base of one is the shoul- 
ders, and that of the other the pelvis. 

Dr. Wood’s suggestion consists in using the upper cone of the body 
as the basis for support. In other words, the plaster jacket is made 
with loops over the shoulder, and by means of the ordinary tripod, 
Mitchell’s chair, a properly constructed wheel-crutch, or other device 
suited to the individual needs, the patient is suspended in the jacket. 
Dr. Wood showed in his clinic that an upward pull upon the jacket of 
8o pounds did not disturb its position, even when the pulling had 
steadily been maintained for several hours, and that the pressure was 
uniformly spread over the surface, so that no pain or discomfort was 
caused. 

In order to make the extension as complete as possible. it has been 
found advisable to add to the jacket an ordinary head strap, so that 
when the patient is supported there is some pull upon the head as well 
as upon the jacket, care being exercised not to draw up the head suffi- 
ciently to cause discomfort. 

In a case of a man suffering from syphilitic caries in the middle dor- 
sal region, the results of the treatment have been very brilliant. At 
the first clinic the paraplegia was so nearly complete that the patient 
could not cross hislegs when lying in bed for one week; at the second 
clinic, after treatment by the jacket, he was able to walk by simply 


aiding himself with some light support of the hands. At the same time 
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there was great relief of pain in the back, and great increase of the 
bodily comfort. Dr. Wood, in his last clinic, further suggested the ad- 
visability of frequently changing the spinal jacket and putting it on 
each time after the man had been hung in the old jacket several hours‘ 
so as to get a progressively increased extension, and to hold such ex- 
tension as obtained. In this way it was thought that in long-continued 
cases the spinal deformity might be reduced to a minimum, 

A further use of the method was suggested in the treatment of frac- 
ture of the vertebral column. By a long-continued suspension of the 
body, there would be a chance of more or less rectification of the line 
of the. vertebra, and by elevating the head of the bed in which the 
patient lies, and fastening the jacket to the head-board, a perpetual ex- 
tension could be maintained, which would continuously drag upon the 
spinal muscles and the displaced fractured ends of the bone, and by 
bringing back normal relations prevent degeneration of the spinal cord. 
When in any such case there is reason to believe that there has been 
a large injury of the spinal membranes, Dr. Wood advised an immedi- 
ate operation and removal of clots, and then placing the patient in the 
extension ‘apparatus. Dr. Wood further stated that in the nervous 
clinic at the University Hospitat cases of the fractures of the vertebra 
are very frequent; but they are invariably of such date that no relief 
can be provided. The method of suspension was tried on a man in 
which the injury had occurred about seven weeks before, but no yield- 
ing of the bones was apparent and no relief was obtained. It was also 
noted that the prolonged inclined position was well borne by the patient, 
excepting that the circulation in the feet from lack of tone in the 
vessels became excessively bad, resulting in intense congestion and 
great swelling, and even much dropsical effusion. 

Several methods of making the loops in the spinal jacket have been 
tried, but the one which was first suggested has proved most satisfac- 
tory. It is as follows: 

After the first layer of the jacket is upon the patient, a piece of web- 
bing, linen bandage or other strong material, well wet, has one end ap- 
plied to the lower edge of the jacket, in front and to one side. I'he 


webbing or bandage is then carried up over the shoulders, upon which 
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it rests very loosely, and brought back of the jacket to the lower edge. 
A smaller bandage is then put upon the opposite side of the jacket; 
then the external layers of the jacket are put in place. In this way the 
strips which are used for the shoulder loops are so incorporated with 
the jacket that they cannot be pulled out; at the same time there is 
no tendency for the jacket to be broken or crumpled up when the ex- 
tension is applied. 

If from tenderness of the projecting vertebra, or from the presence 
of a wound, surgical or otherwise, it is desired either to avoid pres- 
sure upon the vertebra, or to have access to the affected part, all that 
is necessary is to cut an opening in the jacket immediately oyer the dis- 
eased portion of the body, care being taken that this opening shall not 
be so large as to interfere with the strength of the jacket — 7herapeu- 
tic Gazette, Feb, 1889. 


V. On the Treatment of Spina Bifida by Extirpation 
with Osteoplasty. By Dr. Viapimir N. ZENENKo. (St. Peters- 
burg.) The author communicates a case of sacral meningo myelocele 
in a boy, et. 15 years, where he made complete extirpation of the tu- 
mor, with the transplantation of bone for filling up the osseous defect. 
From the patient’s early childhood, the hernial sac had been bursting 
from time to time, to discharge large amounts of the cerebro spinal 
fluid (about 300 cc. in a few hours) and to gradually fill up again. 
On examination, the boy was found to be exceedingly emaciated, and 
to suffer from incontinence of the urine and feces; he was unable to 
walk or stand on account of extreme wasting of the muscles of 
his lower limbs, and flexory contractures in the knee joints. The tu- 
mor measured 32 centimetres in diameter and 9 cm. in height, and con- 
tained thick loops of the cauda equina; it protruded through a defect 
measuring 3'/, cm. in breadth in its upper part and somewhat narrow- 
ing downward, the gap arising through the separation of the arches of 
the first and second dorsal vertebre. The patient’s condition being 
utterly helpless and hopeless, the operation was undertaken without 
delay. Having extirpated the tumor, including the central portion of 


the integuments, and the said loops of the cauda, the author carried 2 
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longitudinal incisions along both sides of the defect, down to the bone, 
and then split off, by means of a gouge, 2 osseous bridges consisting 
of the rudiments of the arches and posterior tubercles of the sacrum 
and measuring each about 2 cm. in breadth. The aponeurosis having 
been dissected, the bridges could be easily brought in direct contact, 
and the parts closed with sutures (3 efage ones). Except a small cen- 
tral area, the wound healed per primam. Four months later the boy 
was up and about in excellect state. His general health strikingly im- 
proved ; the contractures and muscular atrophy disappeared ; his mic- 
turition and defecation became normal; he was able to walk and even 
to run about withuut any fatigue. The posterior aspect of the sacrum 
represented a fairly smooth, equally hard surface showing no tenderness 
on pressure. He remained in this condition ever since the operation 
(a year hadelapsed). Discussing his very instructive case and review- 
ing the subject in general, Dr. Zenenko lays stress especially on the 
following points of importance : 

1. The mortality from spina bifida is truly enormous. ‘Thus, of 32 
cases of the defect which have been observed in the St. Petersburg 


> Home during 1871-87, as many as 30 ended in death in 


Foundlings 
the course of a few first months of life, and only 2 survived a year. 
Prof. R. Demme states that of 57 cases admitted to Zenner’s Hospi- 
tal in Berne, 32 remained without treatment ; every one of thenr died, 
having survived buta few months. 

2. In view of such aterrible mortality, surgical treatment is impera- 
tively indicated in all cases coming under observation, which postulate 
holds true not only in regard to meningocele, but also in regard to 
meningo myelocele, more especially when the latter is situated about 
the lower part of the sacrum. 

3. The most rational plan is constituted by a complete extirpation 
of the sack with same plastic procedure for covering the defect. 

4. Inthe presence of osseous defect, an osteoplastic operation is 
fully justified, which should consist in the transplantation of osseous 
bridges derived from rudimentary vertebral laminz or from lateral 
areas of the posterior surface of the sacrum. 


5. The removal of the nerve branches present in the hernial sac ap- 
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parently does not cause any discernible disturbances in the functions 
of any organs. At all events, no derangements of the kind are ob 
served after the removal of the tumor of long standing, situated it the 
sacral region. 

6. A complete restoration of the vertebral canals as secured by the 


osteoplastic operation, seems to remove all functional disturbances de- 
pendent upon the defect under consideration. 

7. Of all other methods of treatment of spina bifida, the puncture 
is most unreliable as well as most dangerous, since it is apt to cause 
purulent inflammation of the meninges, with lethal issue; while 
Mayo Robson's plan (complete extirpation with closing the defect with 
soft parts) is mostrational. It proved successful also in Dr. Zenenko’s 
hands in a case of an adult man with occult sacral meningo myolocele 
—Transactions of the Third General Meeting of Russian Medical 
Men at St. Petersburg, No. 2 and 8, 1889. 


VI. Experimental Contribution tothe Pathogenesis of 
Joints. By Proressor S. A. PavLovsky (St. Petersburg) Accord- 
ing to the author’s experiments, an intra-articular injection of cul- 
tures of tubercle bacillus is followed about a fourth day by congestion 
of cartilage and synovial membrane. About the sixth day the mem- 
brane becomes rough and grayish, while there appears sometimes se- 
rous effusion into the joint and swelling of the the adjacent lymphatic 
glands. About a twelfth day, the joint becomes distended (with the 
fluid) and the peri-articular cellular tissue cedematous. By the end of 
3 weeks, there develops suppuration of the articulation with granula 
tions over the synovial membrane. The microscope shows that the 
tubercle bacilli spread on along lymphatic slits and connective tissue 
cells. The general system is protected from the infection by the work 
of a whole zone of lymphatic glands.— Vratch, No. 3, 1889. 


VALERIUS IDELSON (Berne). 
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VII. The Pathology and Therapy of Paralytic Hip-Joint 
Dislocations. By Dr. Karewsk1 (Berlin), The remarkable cases 
of real spontaneous dislocation of the thigh as a result of infantile 
paralysis, which were first described by Verneuil and Reclus are of 
special interest for the explanation of the paralytic contractures. 

The author had occasion to observe two chiidren soon after an at- 
tack of acute poliomyelitis and to watch the development of the con- 
tractures and the dislocation. 

The first case a child et. 14 years, was brought to the doctor, 7 
months after he had suffered from infantile paralysis, on account of a 
peculiar position of the left leg. Since the day of the paralysis the 
extremity was in permanent extreme flexion, external rotation and ab- 
duction. It was not possible to extend the leg even when much force 
was used. The head of the femur was in the articular cavity. As the 
child was in too bad a condition for orthopedic or operative treat- 
ment, it was put under electricity, and massage and general building 
up, with much improvement to the general health, but when the child 
was examined six months later a subpubic dislocation was found to 
have taken place. 

Another case of the same disease in a child zt. 1 year, ran a similar 
course, and on examining it six months later, the head of the bone was 
found on the ramus of the pubis. In the two children there were ex- 
actly analogous cnanges in the muscles of the thigh, contracture of 
the tensor vaginz femoris, and the quadriceps; the psoas-iliacus,the ex- 
ternal rotators and the flexors of the thigh still retained their functions; 
extinction of movements of the abductors and extensors. In both 
cases, the reposition of the head of the bone could not be made even 
under anesthetics. The extensors and abductors did not react to the 
induction current, whereas the glutei, the psoas.iliacus, the sartorius 
and the flexors gave a distinct contraction. 

As both of these cases had never attempted to walk but had re- 
mained lying down or had been carried, therefore none of the causes 
which explain the deformity at the hip-joint could be responsible, and 
there can hardly be any question that the weight of the back or of the 
limb could have caused the deformity. It is very probable that the 
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healthy muscles by their contraction must have caused the dislocation. 
The line of contraction of these muscles is such as to produce the 
above mentioned position. The deviation of the thigh below and out- 
side of the articular cavity would come in the second place through 
the loosening and widening out of the capsule of the joint which oc- 
curs in this place as a result of the paralysis of the abductors, and 
moreover favored by the weight of the thigh which pulls in the same 
direction. The dislocation would then be fixed by the contraction of 
ilio-femoral ligament and the healthy part of the capsule, and also by 
the permanent contracture of the healthy muscles. 

The poor results which simple orthopedic treatment gives in these 
cases is sufficient reason for operative interference. In the first case, 
open section of the contractured muscles was undertaken; the tensor 
vaginz femoris, the rectus the psoas-iliacus and a few fibres of the 
vastus externus had to be divided before it was possible to extend the 
leg. Reposition of the head of the femur could not be made, and the 
leg was maintained in adduction and extension by permanent wearing 
of a plaster bandage which extended from the sole of the foot to the 
axilla, 

The child learned to run around (by use of a machine and elevation 
of the healthy leg) and can now, one year after the operation, go about 
fairly well. In the second case, operative interference was more suc- 
cessful. 

By means of Hueters anterior incision the joint was exposed. Af- 
ter dividing the muscles which cover the capsule of the joint anteriorly 
it was not possible to bring the head into the cavity because the tro- 
chanter major was firmly wedged in the latter, and the ilio-femoral liga- 
ment and the lateral parts of the capsule were much shrunken; only 
after the muscles attached to the trochanter had been divided and the 
capsule incised could the normal relations be restored. This con- 
firmed the correctness of the above theory. 

The joint could not be closed and the muscles were fixed as firmly 
as possible over it. The healing process went on smoothly, and per- 
manent extension of both legs secured a thorough abduction of the 


paralyzed extremity. 
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On the 14th day passive motions were begun, the head of the bone 
remained in the cavity and was perfectly movable. In two months the 
child went about with a machine, and now, four months after the oper- 
ation, has excellent use of his limbs, a much better result than if 
myotomy alone had been employed.—Deutsche Medicinische Wochen- 
schrift, No. 6, 18809. 

F. C. IJusson (New York). 


VIII. Old Hip-Disease. Formation of Phosphatic Cal- 
culi Around Carious Bone inthe Bladder. Attempted Su- 
prapubic Lithotomy. Death. By Arno_p Lynpon, M.B., Lond. 
(London). ‘The chief points in this interesting case are as follows: 


A man et. 27, was admitted into St. Bartholomew’s hospital, May 


20, 1887, with symptoms of stone in the bladder and with the signs of 


old hip-disease (16 years ago) in the right hip-joint. On sounding, an 
“apparently large and fixed stone was felt.”” Lithotomy was performed 
and repeated on two other occasions, giving considerable but tempo- 
rary relief. Careful examination of the fragments showed them to be 
made up of calcium phosphate, a little ammonium urate and some 
carious cancellous bone. Patient re-admitted Nov. 25, 1887, again 
sounded ; rough projecting surface felt on right upper wall of bladder. 
Suprapubic lithotomy was attempted but had to be abandoned, as on 
opening the abdominal wall in the usual place it was found that the 
finger passed directly into the general peritoneal cavity, the bladder be- 
ing everywhere covered with peritoneum and firmly bound down to the 
back of the pubes by adhesions. Median perineal lithotomy was per- 
formed instead, and the patient died four days after from vomiting and 
anuria. 

Post-mortem, a sinus was found leading direct from the perforated 
acetabulum into the bladder which was drawn by inflammatory adhe- 
sions to the right of the middle line. The right ureter was much com- 
pressed by these adhesions whilst above them it was dilated and filled 
with muco-pus, right kidney full of pus, dilated and containing many 
cysts. Left kidney small and contracted. 


The course of events seems to have been as follows: Asa result of 
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the hip-disease 16 years ago, a sequestrum from the acetabulum in- 
stead of being cast off externally, gradually and slowly found its way 
into the bladder where it set up cystitis which in its turn brought about 
the deposit of phosphates and the formation of the calculus. Extrav- 
asation of urine from the bladder was prevented by the inflammatory 
thickening around the opening. 

Mr. Lyndon points out in concluson how an asymmetrical distension 
of the bladder may in future contraindicate suprapubic lithotomy by 
suggesting the presence of adhesions of the bladder to surrounding 
structures. ‘Two other somewhat similar cases are also recorded.— 
Ill. Med. News, Dec. 15, 1888. 


IX. Method of Irrigating Abscess Cavities after Hip 
Disease. By C. B. Keertey, F.R.C.S., (London). The author de- 
scribes an apparatus he devised for the above purpose and which 
proved satisfactory. It ‘consists of a rectangular wooden frame, 
hollow on the under side to permit a receptacle for the waste irrigation 
fluid to be slipped beneath. Four pieces of stout canvas are buttoned 
across it. By removing one of these the apparatus can be arranged 
for irrigation of either the hip, knee or ankle. The wooden frame is 
placed on the bedstead, the whole length of which it covers; no bed- 
ding or mattress being used except blankets beneath and over the 


patient.”"—///. Med. News, Nov., 38. 


X. Dislocation of the External Semilunar Fibro-Cartil- 
age of the Knee-joint. By Rickman J. GODLEE, M.S., F.R.CS., 
(London). ‘The specimen illustrating this rare accident is taken from 
the museum at University College. The external fibro-cartilage has 
been torn away from its attachment to the capsule of the joint and is 
now placed vertically in the intercondyloid fossa and evidenfly flat- 
tened from the pressure of the condyles. The only other change ob- 
served in the joint was a slight roughening over the cartilage of the 
external condyle and corresponding part of the tibia, a part which 
would have been protected by the fibro-cartilage when normally placed. 
The capsule of the joint was healthy. 


In most cases complete recovery seems to occur and the patients 
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can use their limbs. In some of the cases a projection (probably due 
to the fat in the alar ligament pushed forward by the cartilage) has been 
noticed on one or other side of the pateliar ligament and generally on 
the inner side. 

From the anatomical point of view it would seem that the external 
fibro-cartilage is the more likely to be displaced for it is much less ex- 
tensively attached to the capsule of the joint than the internal and this 
attachment is still further diminished by the way the tendon of the 
popliteus is inserted. It appears, however, that the internal cartilage 
is the more often displaced. The commonest form of injury causing 
the accident appears to be a twist inward of the foot ‘“ when the exter- 
nal cartilage is drawn already well towards the inner part of the outer 
condyle of the femur, a sudden jerk or twist might force it still farther 
and cause it to pass actually outside the circumference of the cartil- 
age.”—J//. Med. News, Sept., 88. 

J. ANDERSON SMITH (London). 
GYN ACOLOGICAL. 

I. Intestinal Occlusion Following Ovaritomy. By Wotr 
HirscH. The author has collected 14 cases of intestinal obstruction 
following ovaritomy. The occlusion may occur, 1, directly by the 
bowel being drawn into the abdominal wound by the raising and se- 
curing of the pedicle, the cicatricial shrinking of the parts occluding 
the bowel. 2. Indirectly by fibrous bands of connective tissue arising 
from the integument of the abdominal wall, which, during a sudden 
exertion while the bowel is distended, produces an angular obstruc- 
tion, or “kink” in the intestinal lumen. 3. In a purely mechanical 
manner by the kinking of a loop of bowel during the operation, or is 
strangulated directly in the extra-peritoneal treatment of the ‘pedicle. 

The time of the occurrence of the obstruction varies from several 
hours to a number of years after the operation. Olshausen reopened 
the abdomen 21 days after the ovaritomy and relieved the obstruction. 
This method of treatment offers the only hope of relief in this class 
of otherwise hopeless cases. This accident is of far less frequency 
since the introduction of the intra-peritoneal method of treating the 
pedicle.—Arch. fur Gynekologie, Bd, 32, hft. 2, p. 247. 


Gro. R, FOWLER (Brooklyn). 
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II. Severe Traumatic Injuries to Female Genitals. By 
SERGHE! K. OLENIN, (Tambov, Russia). The author details the fol- 
lowing two noteworthy cases : 

1. A well made married (multipara) peasant women, aged 45, suf- 
fering from occasional incomplete uterine prolapse for many years past, 
was hastily getting down from the top of a haystack and forcibly 
came down on the handle of a rake which penetrated into her vagina 
about as deep as 2 1 2 inches. The stick was at once withdrawn by 
some people close by, which was followed by profuse bleeding, acute 
pain, frequent vesical tenesmus and retention of urine. When admit- 
ted to a local hospital, a few hours later, she was considerably ex- 
hausted from hemorrhage which was then going on. The vagina 
was washed out and plugged with iodoform gauze. On the next day, 
there supervened high distension and tenderness of the abdomen, rec- 
tal tenesmus, general restlessness and anxious expression of the face. 
The womb (together with the anterior wall of the vagina) being 
brought outward by bullet forceps, there presented itself a lineal, fairly 
clean cut wound measuring 2 cm. in length and situated longitudinally 
on the median line 4 cm. above the inlet. It proved to penetrate 
into the vesico-uterine space; the uterus and bladder, however, were 
intact. The wound was closed with 4 silk sutures, the womb re- 
turned, and the vagina plugged as before. In the course of a few days 
general peritonitis of a very severe character developed, associated 
with cerebral symptoms. In spite of that, the woman was taken home 
on the 7th day after the accident and was lost out of sight. 

2. A burghess girl, zt. 15 years, when walking on a street, was at- 
tacked from behind by a cow which dealt a blow with a horn which 
passed between the girl’s thighs, A very profuse bleeding followed, 
accompanied with acute pain about the perineum. When seen, an 
hour later, the patient was exceeding pale, excited, covered with viscid 
cold sweat and suffered from retching. On examination there was 
found an irregular lacerated wound which occupied the lower half of 
the hymen, posterior commissure, the whole perineum, outer sphincter 
ani, and a lower portion of the vagino-rectal wall. The anus was 


widely gaping permitting the sight of fecal matter blocking up the 
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rectum. ‘The parts were washed out with boracic lotion, the girl 
brought under the influence of chloroform, the much crushed edges 
of the laceration nicely pared off, and the wound closed with 19 su- 
tures (4 vaginal, 3 perineal, 12 rectal). On the 4th day, suppur- 
ation about the rectum appeared. Ultimately, the first intention could 
be obtained only in the vagina and anterior parts of the perineal 
wound, while the rectal one healed through cicatrization which left a 
permanent gaping of the anal orifice. The patient, however, was 
able to retain both hard and fluid feces and even gases, and gener- 
ally recovered without any permanent uncomfortable sequela.—/P7ro- 
ceedings of the Tambov*Med. Soc., No. 11, 1889. 


III. Obliteratio Vulve Rectalis. By Dr. K. A. S1LBERNIK 
(Lebedin, Russia). The author described a remarkable case of a 
peasant woman in whom puerperal necrosis of the vesico-vaginal 
septum had been followed by a complete destruction and cicatricial 
obliteration of the urethra, and the formation of a large vesico-vaginal 
fistula. ‘The patient having become utterly unable to work on account 
of an incessant flow of her urine, the author resorted to Rose’s opera- 
tion—that is, he converted the fistula into a vesico-rectal one and 
closed the vulva with sutures. The results were most satisfactory. 
The woman became able to hold her urine for several hours and to 
resume her daily work, feeling altogether quite comfortable. When 
examined twelve months later, she continued to be in excellent state. 

Analyzing his case as well as three cases of Rose and one of 
Schroeder, Dr. Silbernik comes to the conclusion that: 1. The opera- 
tion is fully justified, since it frees the patient from unspeakable 
misery and at the same time enables her to return to work and earning 
her daily bread. 2. It does not manifest any injurious influence either 
on the uro-genital organs, or on the patient’s general state. 3. The 
rectal opening should be made in the region of the internal sphincter 
of the bowel and to have a small size. The external sphincter is hardly 
able to effectively retain the urine flowing into the bowel. Meanwhile 
the external sphincter being necessarily in the state of tonic contrac- 


tions, on one side allows a more or less retention of the urine in the 
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bladder, and, on the other, prevents feeces escaping into the vagina or 
the bladder. 

Referring to the case, Professor A. I. Lebedett, of St. Petersburg, 
says in Vratch, 1889, No. 4, that he has performed the same operation 
in three cases of his own. In one of them a calculus formed in the 
cloaca. In view of the drawbacks, the author resorted, in a fourth 
case of vesico-vaginal fistula, to a novel method of his own invention, 
consisting in a plastic restoration of the urethra with a consecutive 
introduction into the vagina of a special appliance preventing any 
involuntary flow of the urine.—TZvansactions of the Third General 
Meeting of Russian Medical Men at St. Petersburg, Nos. 2 and 1o, 
1889. 


VALERIUS IDEI SON (Berne). 


IV. A Method of Curiug Incontinence in Cases of 
Vesico - Vaginal Fistula With Loss of the Sphincter 
Vesicz. By K. Israe (Berlin). Ata meeting of the Berlin Sur- 
gical Society, held January 14, 1889, Dr. Israel read a paper based on 
the following case : 

Patient zt. 26 years was confined in April, 1886, after a difficult 
labor due to a transverse presentation. A few days after confinement 
the urine began to flow through the vagina. ‘The patient was seen by 
the author twenty-three months after the accident, an unsuccessful 
operation having been performed in the meanwhile. . Examination 
showed a large lozenge-shaped defect in the vesico-vaginal wall, 
which admitted three fingers in its transverse diameter, and begun 
about two fingers breadth below the anterior lip of the cervix, con- 
tinued anteriorly in atotal absence of the urethra vaginal wall, there- 
fore, including the sphincters, part of the bladder and urethra. Of 
the urethra, there remained only a small narrow fold of mucous mem- 
brane, representing its upper wall, and a small ring 2 mm. wide at its 
lower circumference. Through the large defect in the vesico-vaginal 
wall the opening of the ureters in the bladder could be easily seen. 

The author attempted to close the vesico-vaginal fistula by Simon’s 


method, this failed completely, but the attempt at forming a new 
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urethra, which was done at the same sitting succeeded perfectly. At 
a second operation he dissected up the vesical from the vaginal wall, 
and closed the bladder wound with cat-gut sutures, after having 
freshened up its edges, then the cicatricial vaginal flaps were united by 
wire and silk sutures, a tight tamponade of the vagina secured contact 
between the vesical and vaginal walls. The result of the operation 
was all that conld be desired, except that the incontinence was as 
great as ever owing to the absence of the sphincter versical. Dr. 
Israel tried a number of operations to obviate this condition, such as 
narrowing ofthe urethra, formation of mucous membrane valves in the 
urethra but all without avail. Knowing that people with a supra- 
pubic fistula can enjoy life and that the walls of the fistula close 
through their own elasticity, or only a tight compress is needed to 
prevent the urine from flowing out, he resolved to obliterate the 
urethra and to make a permanent suprapubic fistula, though which 
the urine might be drawn by means ofa catheter. This he did in 
May, 1888, by introducing a thick trocar into the bladder, just above 
the symphysis, leaving the canula in place and through it passing a 
Nelaton’s catheter, which catheter, remained in position until the canal 
was formed, then the patient was taught to catheterize herself through 
the fistula. On July 28, he proceeded to obliterate the urethra by dis- 
secting up the mucous membrane, sewing it up and bringing the 
urethral walls together by a purse string suture, after the healing of 
this operation the patient remained perfectly dry for a month, drawing 
her urine through the fistula every six hours, when a small urethral 
fistula formed and had to be closed by another operation. Since the 
last operation the patient has remained perfectly dry without even the 
use of any compress and draws off her urine every six hours.— Deut. 
Med. Wochen. No. 7, February 14, 1889. 
F. C. Husson (New York). 


V. The Anterior Fixation of the Retroverted Uterus. 
By Prof. V. Czerny (Heildeberg). Four cases are recorded in which 
the retroverted uterus after having been freed from its adhesions is 


anteverted and fixed to a wound made in the abdominal wall. In all 
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cases, the result of the operation was lasting and satisfactory. In three 
cases after restoring the uterus to an anterverted position the operator 
removed both tubes and ovaries, these organs being the seat of marked 
disease. ‘The removal of those organs must naturally detract from the 
value of the operation of fixation in these special cases. It is therefore 
impossible to conclude from them the value of the operation of simple 
anterior fixation of the uterus. The indication for the operation is not 
always clear. It is impossible to tell in advance the exact amount and 
nature of the adhesions. The Schulze or Thure-Brandt methods are 
still on trial. The author’s methods consists in fixing the uterus by 
passing one or two cat-gut sutures transverely through the anterior 
uterine wall near the fundus. The sutures are passed on either side 
through the peritoneum and fasciz at the borders of the abdominal 
wound near the inferior angle of the same (to avoid strain on the 
sutures). The sutures are then drawn tight, tied, cut short and sunk. 
The abdominal wound in then closed over them.— Bettrage zur Klin. 
Chirg., Bd. iv, heft. 1, 1888. 


HENRY Kop ik (New York). 


VI. Hydramnios Simulating Ovarian Tumor, with Preg- 
nancy; Abdominal Section; Delivery per vias Naturales; Re- 
covery. by H. A. Reeves (London) ; notes by G. H. Burrorp (Lon- 
don). The patient, zt. 21 years, was admitted with a large and rapidly 
increasing abdominal tumor. A month previously, being then four 
months pregnant, she had fallen down stairs ; since then the distension 
of the abdomen had continuously developed. There also existed dys- 
pnoea on exertion, inability to admit the recumbent position, and com- 
mencing cedema in the feet. The swelling continued to increase al- 
most daily during the fortnight in which she was under observation in 
the hospital. A large pyriform mass, cystic and flutuating, occupied 
the left flank, and extended upward under the ribs. In the right 
flank was another cystic tumor, more rounded and smaller. Vaginal 
examination showed the usual signs of pregnancy. The patient’s con- 
dition growing steadily worse, and the exact diagnosis being doubtful, 


Mr. Reeves decided to perform abdominal section. A long median 
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incision was made, exposing a symmetrical tumor, which proved to be 
entirely uterine, blocking the pelvis and extending up to the ensiform 
cartilage. The abdominal wall could not be sutured with much 
traction. Dr. Holland dilated the os, ruptured the membranes and 
evacuated the uterus of several gallons of amniotic fluid, and twins of 
4-5 months feetal life. The uterus contracted the abdominal incision 
was at once freed from strain, and no uterine hemorrhage ensued. 
The puerperium ran an ordinary course, but convalescence was de- 
layed by anemia. The patient was discharged to a convalescent home 
and ultimately made a good recovery.—Srit. Med. Jour., July 21, 
1888. 
H. Percy Dunn (London). 
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Die STILLBEHANDLUNG BEI DER MYoMECTOMIE. Von Dr. PAUL ZwEI- 
FEL (Leipzig). New York, G. E. Stechert, 1888. 


THE TREATMENT OF THE PEDICLE IN MYOMECTOMY. 


The author of this monograph prefers the introduction of the term 
myomectomy as a substitute for that of myomotomy at present in use. 
The author first describes his own method of ligating the pedicle in 
operations for the extirpation of the uterine body affected by myoma. 
The Billroth clamp is first applied to the pedicle of the uterine tumor, 
above this the broad ligament and pedicle are ligated by passing a con- 
tinuous suture 40 cm. long in stages in such a manner as to divide the 
stump into four parts (vide description); the pedicle is not tied as yet. 
The ligatures are sorted and kept from entanglement by means of 
Keeberle’s forceps. The tumor is then carried off first by making an 
anterior and a posterior flap of peritoneum and muscular tissue, then 
reflecting these and cutting off the tumor by aclean transverse cut just 
above the sutures securing the pedicle and parallel to them, the canal 
of the cervix is then treated and the sutures of the pedicle are tied. 
He uses a straight needle after the model of the Bruns or Allingham 
needle. The peritoneal flaps are then sewed over the stump of the 
pedicle Douglas’ pouch is now sponged out and no drain is inserted 
in exceptional cases. A T-drain is introduced through Douglas’ pouch 
if hemorrhage continues. —Ten myomectomies performed in the above 
manner show only one death. 

The author has collected all the myomecton.ies occurring in the litera- 
ture since 1877. 469 cases in which the stump was treated by the ex- 
tra-peritoneal method show 103 deaths, 22%. 243 cases in which the 
intra-peritoneal method of treating the stump was employed show 
34.5% mortality. An advantageous showing for the extra-peritoneal 
treatment of the uterine stump! He discusses various methods of 
other operators whose cases are much more numerous and mortality 
rate not so very high. Martin with eighty-six cases of myomotomy 
has a mortality of only 17%, though Zweifel has only operated ten 
cases his mortality is 10%. Zweifel believes his method of ligating 
the pedicle and sinking the same is the method of the future. 

HENRY KopPLik. 
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ASEPSIS AND ANTISEPSIS. By A. Mazet (Lyon). Paris, J. B. Bail- 
liere et fils, 1888. 


The author, in a brochure of g2 pages, deals with the experiences of 
Tripier, in the old and strongly infected Hotel-Dieu at Lyons, in 
aseptic and antiseptic manipulation during the last six years. By 
asepsis is to be understood the complete sterilization of any substance 
or fluid; antisepsis in synonymous with the destruction of bacteria 
(microbcide or germicide). It is asserted that the only means of ef- 
fectually securing sterilization is the use of heat. Even boiled water 
is not strictly germless, but a temperature of from 115-120° C. will 
destroy the last spore. Disinfection of the skin of the patient and the 
surgeon’s hands, and the immediate coverings to the wound if the 
latter is already infected is accomplished by the usual antiseptic agents. 
3ut instruments, drains, suture and ligature material, the pieces of 
dressing, and water for irrigation of the wound can only be effectually 
sterilized by means of hot water. Sponges are replaced by cotton 
tampons wrapped with gauze. 

For sterilizing dressing materials, the gas stove of Chamberland is 
‘used. Instruments are sterilized in a hot air bath. Water is heated 
in a condenser under pressure, after having been passed through a 
Chamberland’s filter, to a temperature of 120° C. and taken from the 
same as needed for use. 

Tripier has used the above methods with the greatest possible sat- 
isfaction. Its applicability to the uses of large hospitals, and in them 
its simplicity are alike undeniable. For use in small hospitals or in 
private practice, the necessity for a special sterilizing condenser, etc., 
renders the system open to the objection of being complicated. 
Tripier’s observation that antisepsis without asepsis is ‘‘only a bait, 
which may lead to cruel delusions” is a trite one. 

GEORGE R. FOWLER. 


ELECTRICITY IN THE DISEASES OF WOMEN, WITH SPECIAL RERFERENCE 
TO THE APPLICATION OF STRONG CuRRENTS. By G. BETTON Massey. 
M.D., Physician to the Nervous Department of Howard Hospital ; 
Late Electro-Therapeutist to the Philadelphia Orthopedic Hospital 
and Infirmary for Nervous Diseases, etc. Philadelphia and London: 
F. A. Davis, publisher, 1889. 12 mo, pp. 210. 


The application of electricity to gynecological work is so recent an 
innovation that a comprehensive treatise on the subject could hardly 
be produced at the present time. That his work should be considered 
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an attempt so ambitious, the author deprecates. Nevertheless, the 
need of a book in which the present status of this line of work is con- 
sidered is felt by many, and by such this brief treatise will be warmly 
welcomed. Beginning with a concise presentation of the laws of 
electricity, together with a description of the electrical apparatus 
necessary for the application of this agent to the treatment of certain 
diseases peculiar to women, he then considers in detail the applica- 
tions of the electrical current in gynecology, simplifying the subject so 
that it may be readily appreciated by the average practitioner who has 
not made a special study of medical electricity. His statements are 
moderate in tone and his published cases do not invariably present the 
best results. It certainly seems to be a fair and clear statement of the 
subject and while perhaps it should not be adopted as an infallible 
guide in all cases, the book may be an important help to the work not 
only of specialists in diseases of women and in electricity, but also in 
the practice of the large number of general practitioners who desire to 
use the latter agent in the former class of cases. 


ELECTRICITY AND THE METHODS OF ITS EMPLOYMENT IN REMOVING 
SUPERFLUOUS HAIR AND OTHER FACIAL BLEMISHES. By PLym. S. 
Hayes, A.M., M.D., Late Professor of Chemistry and Toxicology, 
Womens Medical College; Professor of Gynecology and of Electro- 
Therapeutics, Chicago Policlinic, etc., etc., Chicago, W. T. Keener, 
1889, 12 mo., pp. 128. 


Electrolysis in the removal of superfluous hair is a cosmetic opera- 
tion which has achieved an unquestioned position in surgery. This little 
book, like the foregoing, is a presentation of the subject in language 
unobscured by technicalities and adapted to the purposes of the gener- 
al practitioner. The author devotes a chapter each to the histology of 
the skin and hair and to the necessary apparatus. In a third chapter 
he details fully the operative proceedures. Various other facial blem- 
ishes, such as nzevus, verucca, etc., receive attention in a fourth chap- 
ter, which closes the monograph. The book is in convenient shape 
for the pocket, and, with its large, clear type, is well adapted for read- 
ing in the interstitial leisure moments of pressing practice. 


Tue Psycuic LirE or Micro Orcanisms. A Stupy 1N EXPERI 
MENTAL PHsycHOLoOGy. By ALFRED Binet. Translated from the 
French by THomas McCormack, with a preface by the author writ- 
ten especially for the American edition, Chicago; the Open Court 
Publishing Company, 1889, 12 mo. pp. 120. 
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M. Alfred Binet, the collaborator of Ribot and Féré, and one of the 
most eminent representatives. of the French school of psychology, pre 
sents in this little work some novel and interesting details in a line of 
study to which but little attention has hitherto been given. His researches 
and conclusions show, “that psychological phenomena begin among 
the very lowest classes of beings; they are met with in every form of 
life from the simplest cell to the most complicated organism.” His 
demonstration that spermatozoids possess the same instincts and vital 
powers as are found in animals of higher and independent organiza- 
tion, is peculiarly interesting. The work is agreeable reading, and its 
readers will be apt to form independent opinions as to the conclusions 
of the author. 


PHYSICIANS’ INTERPRETER IN Four LancuaGeEs. Specially arranged 
for Diagnosis. By M. von V., Philadelphia, F. A. Davis, 1888, 
18 mo. 


Every medical man has experienced the embarassment due to a 
lack of acquaintance with the only tongue spoken by his patient. The 
only means of satisfactorily avoiding such inconvenience consists in 
acquiring the patient’s language or in using an interpreter. When, 
however, neither of these are available, a conversation book like this 
one may be used with great advantage. The phrases in this little 
book are well chosen and well arranged and cover a verv satisfactory 
field of verbal intercourse. Blank pages are interleaved for the inser- 
tion of additional phrases, and the book is of a size and style well 
adapted for the pocket. 


INTERNATIONAL PockET MeEpIcAL FoRMUuLARY. By C, SUMNER 
WiTHERSTINE, M.S., M:D., Philadelphia and London, F. A. Davis, 
1888, 12 mo., pp. 270. 


In a compact form and arranged alphabetically by diseases, the author 
here presents nearly seventeen hundred prescriptions selected, from 
the works of standard authors. The sources of the compilation are 
excellent, the work itself has been well done and the publisher has 
made a very convenient volume of it. 

JaAMEs E. PILCHER. 
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CHOLECYSTOTOMY BY THE LUMBAR INCISION 
FOR DISTENDED GALL-BLADDER SIM- 
ULATING FLOATING KIDNEY-.' 


By J. EWING MEARS, M. D., 
OF PHILADELPHIA. 


PROFESSOR OF ANATOMY AND OF CLINICAL SURGERY IN THE PENNSYLVANIA COLLEGE 
OF DENTAL SURGERY, DFMONSTRATOR OF ANATOMY IN JEFFERSON 
MEDICAL COLLEGE; SURGEON TO ST. AGNES HOSPITAL. 


HE case, the report of which is given herewith, came under 
- my care during my last term of hospital service. 
The points of interest which it presents appear to make it 
worthy of permanent record. 


A. S., married, zt. 29 years, the mother of four children, the last 2 
years old, was admitted into the surgical ward of St. Agnes’ Hospi- 
tal, March, 7, 1889, with the following history taken by the resident 
physician: Seven months ago, while washing and pouring water from 
a tub, she strained herself, and at night, after going to bed, noticed a 
tumor situated in the right inguinal region. It caused her intense pain, 
which was relieved in the erect position and on walking about. On 
lying on the right side the tumor falls backward, and in the erect posi- 
tion it falls into the pelvis. Is unable to lie on the left side, on account 
of dragging and pain caused by the mass. Complains of pain in the 
right renal region. Micturition frequent. In the evening cedema_ of 
the feet and legs is present, and disappears during the night. Dyspneea 
on ascending stairs. Examination by the resident physician showed 
heart, lungs, nervous and digestive systems in good condition. 

The patient was sent into the hospital by her physician with the 
diagnosis of floating kidney, and with the request that an operation be 
performed for her relief. A few days afterher admission an examina- 
tion was made in the presence of her physician. At that time a tumor 
about the size of the kidney, with a round extremity and surface, could 
be distinctly felt one inch and a half to the right of the median line 


‘Read before the American Surgical Association, May, 1889. 
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and about the junction of the umbilical and hypogastric regions. It 
was freely movable in all directions. An examination of the right 
lumbar region was made, and it was found that a distinct depression 
existed over the position of the right kidney quite in contrast to the 
normal fullness of the left side. Deep palpation did not reveal the 
presence of the organ. While the physical signs indicated the tumor 
to be a dislocated kidney, its configuration, characterized by the 
marked roundish extremity, made the diagnosis doubtful to me. The 
patient was returned to the ward for further examination of her case, 
and the resident physician was requested to make an analysis of the 
urine; he reported that it contained blood, but was otherwise normal. 
The patient complained, during this period of observation, of pain in 
the right lumbar region, which she stated she had suffered from since 
the discovery of the tumor, and the temperature record showed distinct 
quotidian variations from 99*/,) to 100°/,, and gg to 100*/,,°. About 
4 P. M. chilly sensations occurred, followed by febrile movements. At 
the urgent request of the patient, I decided to perform an operation of 
exploration, being still uncertain as to the exact nature of the tumor. 
With a view to its fixation if it should prove to be a floating kidney, I 
made an incision in the right lumbar region, from the eleventh rib_ to 
the crest of the illum, exposing the position of the kidney. After sec- 
tion of the overlying structures the position was reached and found to 
be unoccupied by the organ. An assistant was now requested to make 
pressure on the abdominal wall over the growth, in order to push it 
into the wound. As this was done the kidney was felt,“uncovered, and 
grasped; the capsule was incised, separated partially by dissection, and 
two catgut sutures introduced to fasten the organ to the edges of the 
wound. A further exploration of the abdominal cavity revealed the 
presence of a tumor which was found to occupy the position of the 
growth which had been so distinctly outlined before the operation. 
Pressure on this tumor brought it, covered with the parietal perito- 
neum, into the wound below the kidney. On incising the peritoneum, 
the tumor was seized and fully exposed. An examination left no doubt 
as to its being a distended gall-bladder. A small trocar and canula 
were used to evacuate its contents, which consisted of three ounces of 
biliary pus. The fundus was now incised and a bullet-probe intro- 
duced into the cyst, which, after passing to the extent of six inches, 
came into contact with a calculus occupying its neck; this was found 
to be firmly impacted, and with the forceps at hand, could not be dis- 
lodged; it was, therefore, crushed, and the debris pushed into the intes- 
tine, the freedom of the passage being announced by passage of intes- 
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tinal gas. The gall-cyst was thoroughly washed out and fastened by 
silk sutures to the lower portion of the Ifimbar incision just above the 
crest of the ilium, being secured at this point without tension, A 
drainage tube was placed in position, the remaining portion of the 
wound was sutured, and dressings were applied. With the exception 
of tympany, which yielded to saline purges, enemata, and rectal intu- 
bation, no untoward symptoms presented themselves, and the patient 
made a prompt recovery. For a period of two and a half months the 
fistulous opening continued to give passage to a small quantity of fluid 
mixed with bile. At the end of that time it closed, leaving the entire 
wound in complete repair. The patient has returned to the perform- 
ance of her household duties in the enjoyment of good health. 


The operation made two points clear: First, that the kidney, 
although displaced, did not form the tumor which occupied the 
position lower down in the abdominal cavity; and second, that 
when the distended gall-bladder occupies the position described 
in the above case, it is practicable to form a biliary fistula by 
the lumbar mmcision. With regard to the position occupied by 
the tumor, a statement made by the patient subsequent to the 
operation gives information of value.. This information was to 
the effect that when first noticed, three weeks prior to the ef- 
forts made in lifting the wash-tub, the tumor was in the upper 
part of the abdomen, on the right side, in a position correspond- 
ing to the epigastric and right hypochondriac regions. On the 
day in which the strain was felt, the tumor changed its posi- 
tion to that occupied by it when she entered the hospital. 

Drs. Musser and Keen (American Journal of the Medical 
Sciences, October, 1884), as the result of the study of the thirty- 
five cases collected by them, state that the location of the dis- 
tended gall-bladder differed with the age of its development. 
Early in the development it is found in the right hypochondri- 
um; later, it may occupy a position in the lumbar, hypogastric 
or iliac region. In one case the gall-bladder was contained in 
the sac of a hernia. The change of position from the hypochon- 
driac region, its normal position, takes place gradually if it oc- 
curs in connection with the increase in size of the tumor. Nor- 
mally the upper surface of the body of the gall-bladder is con- 
nected by areolar tissue and vessels to the surface of the liver, 
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and the gall-bladder is “held in position by the peritoneum 
which, in the majority of cases, passes over its under surface, 
but the serous membrane occasionally invests it, when it then 
is connected to the liver by a kind of mesentery.” In the 
present case it occurred, according to the history given by the 
patient, suddenly and as the result of violent effort. The effort 
made undoubtedly detached the distended sac from its con- 
nection with the liver, the rupture of the connecting tissues 
giving rise to the severe pain experienced by the patient at the 
time and for some time subsequently. In these cases of marked 
displacement of the distended gall-bladderit would seem prob- 
able that the mesenteric attachment to the liver existed, which 
permitted the wide separation of the sac from its normal posi- 
tion and gave such free and extended mobility as was present 
in the case reported—falling into the pelvis when the patient 
was in the erect position. 

The literature of hepatic disease shows that the differentia- 
tion of floating kidney and enlarged, mobile and displaced gall- 
bladder has not, in numerous instances, been free from diffi- 
culty. One case is reported (London Lancet, March 28, 1885, 
p. 563) in which the right kidney was explored by luinbar in- 
cision for supposed renal calculus. At the operation the cal- 
culus was not detected, but the gall-cyst was found as low 
down as the groin, containing a stone as large as a pigeon’s 
egg. This was removed by an incision, and the edges were 
sutured to the wound in the lumbar region, the first instance, 


so far as I know, of the performance of cholecystotomy by the 


lumbar incision. Death ensued in four days, and, at the autop- 
sy, a renal calculus was found in the pelvis of the right kidney. 
Mr. Wright, the surgeon who operated in this case, comments 
upon the co-existence of renal and biliary calculi as recorded 
by Murchison and others. The positive opinion of the family 
physician in the present case, confirmed subsequently by an- 
other physician who examined the patient, indicates that the 
symptoms of kidney displacement were sufficiently marked to 
attract attention. The pain in the right lumbar region, the ab- 
sence of renal dullness on percussion, and the presence of hem- 
aturia, were all symptoms confirmatory of renal trouble. The 
latter symptom, however, belonged toa group which at the 
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time escaped correct interpretation—those indicating a condi- 
tion of cholelithiasis, the most marked symptoms of which 
were the quotidian febrile exacerbations. Langenbuch (Med. 
Chronicle, 1887) directs attention in his remarks upon the path- 
ology of cholelithiasis, to the occurrence of a form of intermit- 
tent fever as a consequence of chronic inflammatory processes 
in the bile-ducts and the tendency to hemorrhages associated 
with the affection. 

The successful termination which occurred in the above case 
is an evidence of the comparative freedom from risk in opera- 
tions of magnitude upon the organs of the abdomen under 
modern surgical methods. Free manipulation of the kidney 
with splitting and dissection of its capsule, combined with sec- 
tion of the peritoneum, incision of the distended gall-cyst, 
crushing of the stone, and pushing the debris into the intestine, 
were procedures which the patient submitted to with very little 
constitutional disturbance. Further illustration is afforded of 
the value of cholecystotomy with the formation of a fistula over 
the operation of cholecystectomy in cases of empyema of the 
gall-bladder. The simple character of the operation must 
commend it as presenting a minimum degree of risk. The re- 
moval of the impacted gall-stone by crushing and pushing the 
debris into the intestine, is a method which should be employed 
in preference to its removal by incision of the duct. In doing 
this, care should be taken to avoid rough manipulation, lest 
injury be inflicted upon the walls of the duct. 




















TWO CASES OF EXTIRPATION OF CERVICAL 
ADENOMATA, WITH UNUSUALLY EXTENSIVE 
DISSECTION OF THE TISSUES OF 
THE NECK. 


By JARVIS S. WIGHT, M.D., 


OF BROOKLYN., 


PROFESSOR OF OPERATIVE AND CLINICAL SURGERY AT THE LONG ISLAND 
COLLEGE HOSPITAL. 


TTUBERCULAR ADENOMA. 


ASE I.—Miss A.S., a female domestic, zt. 30 years, was admitted 
+S to the College Hospital, February 3, 1888, having a bunch of en- 
larged glands on the right side of the neck. They extended from the 
front of the ear along in front of and under the sterno-cleido-mastoid 
muscle, and filled the posterior triangle, going under the clavicle. 
They had the appearance of being cystic, and were supposed to be 
tubercular. They had been growing for about two years. The six- 
teenth of February I operated: An incision three inches in length was 
made over the enlarged glands in front of and below the ear on a line 
with the sterno-cleido mastoid muscle. Several large glands with 
fibrous capsules and cheesy contents were carefully dissected out. And 
all that part of the parotid gland which lies between the external mea- 
tus and the ramus of the lower jaw was removed, exposing the exter- 
nal carotid artery, as well as the trunk of the temporal and internal 
maxillary veins. ‘The transverse facial and the posterior auricular ar- 
teries were ligated with sutures. Another incision about four inches in 
length was made from the clavicle upward along the posterior border 
of the sterno-cleido-mastoid muscle. The external jugular was ligated. 
The enlarged glands from the mastoid downward were excised, going 
well under the clavicle. And it was necessary to raise the sterno- 
cleido-mastoid muscle and dissect out the enlarged glands as far as the 
bifurcation of the innominate artery. The following structures were 
exposed: The subclavian artery, the common carotid artery, the inter- 
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nal jugular vein; the brachial, as well as the cervical plexus of nerves, 
the upper part of the pleural sac, and the apex of the axilla. The 
patient showed signs of exhaustion and collapse, and required external 
warmth, as well as the free administration of stimulants. 

Considerable traumatic inflammation followed the operation. Dur- 
ing the first week the temperature went up in the afternoon to 102°. 
After that time it gradually went down to normal. The wound gradu- 
ally healed by granulation. The patient was so far improved that she 
could be discharged from the hospital the sixth day of April. Ina 
short time she went into the country, where she became much stronger. 
Finally, two circumstances may be mentioned: Some parts of glands 
infringing on the pleura were left and were subsequently absorbed 
during the inflammation and repair. About one year after the first 
operation I removed a few enlarged glands that appeared on the side 
of the neck back of the mastoid process. The patient has again gone 
into the country, and is doing well. 


ADENO-SARCOMA. 


Case II.—A. E, a girl, et. 15 years, came to my office in April, 
1889, having a large lobulated growth on the right side of her neck, 
extending from the front of the ear down to the clavicle, and being 
limited anteriorly by the trachea, posteriorly by the trapezius muscle: 
and it projected from the neck forward about three inches, giving her 
an unsightly appearance. She was sent to me for an opinion as to the 
advisability of an operation. I noted the following points: She was 
considerably under size; she was not well nourished; she was some- 
what emaciated; her general health was not good. And I came to the 
following conclusions: That the case was one uf sarcoma of the cervi- 
cal glands, and that the glands were encapsulated, and that the inter- 
glandular structure was made up of proliferated connective tissue. 

All the cases of adeno-sarcoma of the neck that had come under 
my observation had been rapidly fatal; they had died in a few months. 
In the present case, it seemed as if it would be possible to enucleate 
many of the enlarged glands; and that this would facilitate the control 
of hemorrhage. The patient would surely die without an operation— 
perhaps she would with one. An operation seemed to give the patient 
the only possible chance of relief: so I proposed and advised an op- 
eration. She came to the College Hospital the fourth day of June. A 
few days after I operated, assisted by her family physician, Dr. Flem- 
ing, and Drs. Rand, Cochran and Rogers, and the house staff. After 
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aseptic preparation and anesthesia, I made an incision from five to six 


inches in length over the nest of glands nearly on a line with and 
somewhat posterior to the sterno-cleido-mastoid muscle. The external 
jugular vein was ligated, and the overlying tissues were drawn aside. 
Then began the removal of the enlarged glands; some I enucleated, 
and some I exsected. The connective tissue frame-work in which the 
glands were en-meshed was very vascular, bleeding at every point. 
The hemostatic forceps were frequently applied; sometimes my as- 
sistants kept their fingers on the bleeding points; from time to time I 
I used the suture-ligature. In several instancesI seiz ed the half-enucle- 
ated gland with my hand and twisted it out, so that there was a less 
degree of hemorrhage. I removed the glands from behind forward, 
going deeply down behind the clavicle. The sterno cleido-mastoid 
muscle was pulled forward and to the opposite side, in order to reach 
a number of enlarged glands lying on the common and superficial 
carotid arteries. The parotid gland was infected,.and I removed all 
of it that I could find. At the end of the operation the subclavian, 
the common carotid, the external carotid and the large nerve trunks 
were exposed. The appearance was similar to that in the previous 
case. 

The wound was made antiseptic, and carefully dressed. At the end 
of three days it was re-dressed. There was no secondary hemorrhage. 
There was some elevation of temperature for several days. The wound 
healed kindly by granulation in about two weeks, and everything 
promised well for my little patient. About the first of July cerebral 
symptoms appeared somewhat suddenly, and became more and more 
marked. The pupils dilated; slight convulsions occurred from time 
to time; consciousness was diminished as the hours passed; in a little 
time coma was fully developed; and then paralysis supervened; on the 
fifth of July death took place. No post-mortem was obtained. 





























EDITORIAL ARTICLES. 





THE ETIOLOGY AND DIAGNOSIS OF MALIGNANT TUMORS, 
ESPECIALLY THOSE OF THE TONGUE AND THE LIP3s.! 


In an address before the Eighteenth Congress of German Surgeons, 
Professor FRIEDRICH EsMaARCH, of Kiel, remarked that twelve years 
previously he had proposed to bring up the subject of malignant neo- 
plasms for discussion. The following year it was decided to suggest 
a system for discussion, the preparation of which was left’ to a com- 
mission. This system was laid before the society in 1879, though its 
consideration was rejected, and as the systems also proposed by Bill- 
roth and Kiister regarding tumors of the mamma did not produce any 
results the whole subject was forgotten. 

Still these efforts were not entirely without effect. From many 
clinics and hospitals statistical articles on malignant tumors have been 
furnished, which have given valuable information on certain questions, 
sO, é. g., it was established by the statistical works on mammary can- 
cer that it was sometimes permanently curable, at least for many years; 
that the probability of a definite cure is the greater the earlier and 
more thorough the operation is undertaken, and that since the intro- 
duction of antiseptic wound-treatment, the danger has become mate- 
rially less, though the prospect of permanent cure has increased be- 
cause, with the protection of antisepsis, the surgeon is able to operate 
much more radically than of yore. What holds for mammary cancer 
holds also in general for the malignant tumors of other parts of the 
body. 

Now, it is very pleasant to answer such questions with numerical 


per cents and to be able by their help to make comparisons between 
‘From the author’s abstract in the Centralblatt f, Chirurgie, No. 29, 1889. 
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the various methods of operation and wound-treatment. But, as a 
whole, these laborious works have not materially increased our knowl- 
edge, have not added much to what clinical experience had long since 
taught. Recently Esmarch has also had statistical collections worked 
out on more than 1,000 cases of tumors which had been treated at his 
clinic within 40 years. But there, likewise, the net result was not 
great. 

There are also many more important questions than those above 
named, which are not answerable by existing statistics. On the origin 
of tumors, their heredity and connection with other diseases, on the 
diagnosis and the means and ways of distinguishing in advance the 
malignant from the benign tumors, the statistical works give no infor- 
mation. And yet these are all questions of even greater importance 
to the patient than to the physician. 

What, however, takes a large part of their value from statistical 
works, no matter how conscientiously compiled, is the sources of er- 
ror which depend on an often unavoidably faulty diagnosis. These 
mistakes depend only in part on the often very incomplete histories, 
in greater part on the fact that in the nearly 40 years over which Es- 
march’s observations extend, the views cn the nature of tumors have 
materially changed, and that since kinds of tumors have been discov- 
ered which were not formerly recognized, though they must always 
have occurred, and hence, necessarily then been confused with other 
tumors, were falsely diagnosticated. 

That we, however, at the present day are not by any means secured 
against such confusion he could show from his own experience and the 
acknowledgment of others. Consequently, operations have often been 
undertaken which, according to our present views, were at least un- 
necessary. _In fact, on all parts of the body tumors occur that may 
give occasion to such mistakes. First to be named here are syphilitic 
tumors (syphiloma). In a case of syphiloma of the lip he showed how, 
after extirpation of the supposed cancer, relapses very quickly appear 
which, if the nature of the trouble be not recognized in time, steadily 
lead to fresh recurrence and melancholy death. 

From like experience Esmarch has concluded that a great part of 
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the tumors commonly considered as sarcoma and extirpated belong to 
the syphiloma and can be cured by specific treatment, although with- 
out this, they pursue a specially malignant course. For sarcoma of 
the muscular and nerve tissues he has proven this by statistical inves. 
tigations. Likewise tubercular (tuberculoma) and actinomycotic tu- 
mors, as well as cysts and spontaneous fractures, are not rarely held to 
be sarcoma and carcinoma. In many such cases extensive operations 
have been undertaken, although, e. g., the syphiloma can be cured by 
energetic internal treatment, the cysts by puncture and injection of ir- 
ritating substances or by resection of their walls, the tubercular and 
actinomycotic tumors by scraping out and subsequent cauterization, 
the inflammatory spontaneous fractures by rest, waiting and extension. 

Hence, in all cases where large and deforming operations are under 
consideration, the anatomical diagnosis should be made before the 
operation. This can often be assured by the microscopical examina- 
tion of small fragments taken from the surface of an ulcerating tumor. 
In cases, however, where such an examination yields a negative or 
doubtful result, the medical man must not fold his hands m his lap, 
but must re-examine until the diagnosis is established, and must not 
hesitate to extract for this purposes sizeable pieces from the deeper 
portions of the tumors and even to make larger surgical attacks. In 
many cases simple akidoplasty has furnished excellent service; where, 
however, deforming and vitally dangerous operations are in question, 
larger surgical efforts, as fission of the larynx, trepanation, laparotomy, 
etc., are permissible or mandatory as diagnostic provisional ope- 
rations. 

When, however, the anatomical examination yields a negative re- 
sult, ¢. g., granulation tissue, then it is justifiable to suspect syphilis; 
and in such cases the diagnosis can be established by an energetic and 
properly prolonged antisyphilitic course. Even the most careful an- 
amnesis in such cases many times gives no clue whatever. It is known 
that at times syphiloma dv not appear until many years after the in- 
fection, without in the interim any signs of syphilis having shown them- 
selves, and that they may exist many years without ulcerating. 


Syphiloma develop with particular frequency in the tongue, consisi- 
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ing as it does principally of muscular tissue, and in the lips. Hence 
he lays down definite rules for the examination and treatment of ulcers 
and tumors of these parts. He emphasizes that the idea of malig- 
nancy does not by any means conform with the anatomical structure, 
and a division of the latter, according to benignancy and malignancy, 
has no value whatever. 

For the origin of malignant neoplasms an immediate cause can be 
shown in many cases. Many malignant tumors arise, ¢e. g., from inju- 
ries, from irritation of most diverse kinds, transient or continuous (for- 
eign bodies, sharp teeth, gall stones, burns, tobacco, soot and para 
fine), from scars, ulcers, benign tumors, chronic irritative conditions of 
the skin and.mucous membrane. We know nothing, however, as to 
the cause of the irritated spot becoming malignant. There must in 
fact exist a still deeper reason for the malignancy, for which as yet we 
have sought in vain. The old theories of dyscrasias and crases were 
long since disproven by Virchow who, in their place, put predisposi- 
tion, 7. ¢., a tendency which is supposed to rest on a certain weakness 
of the tissues. Cohnheim’s hypothesis of the origin of malignant tu- 
mors from retained embryonic germs has proven untenable. That 
cancer is an infectious disease produced by micro-organisms is as yet 
not proven, and also not very probable. Other hypotheses regarding 
the origin of tumors likewise fail to explain wherefore from the same ir- 
ritants in innumerable cases no cancer develops. All inquiries as to 
the final cause of the development of tumors so far have fallen back 
on the assumption of a weakness, a diminution of the physiological re- 
sistance ofcertain tissues. Since, however, for the origin of sucha 
weakness a cause cannot in most cases be found, nothing remained 
but to assume an hereditary predisposition, although such cannot be 
proven in many cases. Still, many observations show that in certain 
families malignant growths are hereditary and occasionally occur in 
many members of different generations. Most such observations can 
only be made by family physicians, or may perhaps be derived from 
family chronicles. The most that the consulting surgeon learns is 
whether either parent has suffered from similar diseases. Whether, 


however, in generations farther back such diseases have occurred, the 
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patients themselves are usually unable to state. And yet we must go 
farther back in our inquiries if we are to form an opinion on the ques- 
tion of heredity. It is indeed known that certain peculiarities are of- 
ten inherited in families through many generations. Striking similari- 
ties in the physiognomy, are not only inherited from the father by the 
son, but often make their next appearance after skipping several gen- 
erations. Mother marks and malformations of every kind are often in- 
herited for several generations. The disposition to certain diseases, in 
particular nervous and psychical, is hereditary for many generations, 
often after intermediary members have remained quite free. The Dar- 
winian theory rests on such facts. From his observations Esmarch 
has arrived at the presumption, and puts it forth as an hypothesis, that 
in many cases the origin of tumors, notably sarcoma, is connected 
with a predisposition derived from syphilitic antecedents. 

It is proven that syphilis induces a tendency to proliferation of the 
connective-tissue type, and not rarely after long latency produces sar- 
comatous tumors, and if it is established that the disposition to dis- 
eases can be inherited for many generations, even skipping some, then 
in those cases in which neither an infection of the patient nor an in- 
heritance from the parents can be shown we may go back to former 
generations to explain the origin of sarcomatous tumors. 

Now, it is known that since ancient times in the most diverse re- 
g.ons of the world widely distributed diseases (Volkskrankheiten) have 
prevailed, characterized by eating sores arising from connective tissue 
proliferations of the skin-nodules (radesyge, morbus dithmarsicus, 
Pommeranian evil, Jutlandic, Lithuanic, Courlandic, Hessian, Canadian 
syphiloid, spirocolon— Greece;Crimskaja bollsua—Crimea; yaws, bubos, 
piaus—Africa; sibbeus—Scotland; button scurvy—Ireland; scerlievo— 
Croatia; mal di Fiume, mal di Ragusa, mal di Breno—Adriatic coast; 
frenga—Servia;falcadina-- - Venice; boala—Transylvania; morbus bruno 
gallicus—Briinn, etc.). The syphiloid nature of these was first recog- 
nized at the beginning of this century. With their correct recognition 
came the suitable treatment. Thereby these folk diseases lost their en- 
demic character. Now, since it is not to be supposed that all those 


families in which at that time the disease prevailed have died out, it is 
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not improbable that in many of their descendants a disposition to orig- 
inate connective.tissue proliferation, 7. ¢., a predisposition to the forma- 
tion of tumors, has remained, even when they are to all appearances 
quite healthy. In our time, also, especially in large cities, but also in 
the country, such diseases are still very prevalent, are often unrecog- 
nized and improperly treated or not treated at all, whence they are in- 
herited by the coming generations. This would explain the disposition 
to connective-tissue tumors (sarcoma). Whether the disposition to 
proliferation of the epithelial tissue (to carcinoma) is to be explained 
in like manner must be left to further inquiries. It is known that 
syphilis can also occasion proliferation of epidermis structures, and 
that proliferation of the superficial layers of the epidermis is in a high 
degree hereditary. ‘This holds also especially for xeroderma pigmen- 
tosum, the hereditability of which is proven, and which can give rise 
to cancerous as well as sarcomatous proliferation. 

Appended to this article are 45 propositions bearing on diagnosis 
and etiology, tor discussion by the Congress, though essentially con- 
tained in the article itself. 


WILLIAM BROWNING. 
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GENERAL SURGERY. 


I. Tetanus Hydrophobicus. By P. Kiem (Dorpat). The 
author, in connection with one example of this disease, occurring in the 
clinic of v. Wahl, has made a complete review of all the cases in 
literature. On the whole we can distinguish two groups of cases, those 
having an acute and those having a chronic duration. These cases of 
traumatic head tetanus resemble an acute infectious disease inasmuch 
as they have all a period of incubation, the time elapsing between the 
receipt of the injury and the first manifestation of symptoms. The 
number of cases collected is twenty-four. From these it is learned that 
the .average period for incubation is eight to nine days. The 
acute cases havea duration of fourteen to fifteen days. The 
symptomatic picture presented is quite uniform in all cases. In some 
cases the disease remains confined to certain nerve districts, in others 
it takes a wider range. The invasion is in all cases with trismus and 
facial paralysis. In one case during the whole course of the disease these 
symptoms persisted without tetanus of the muscles of the trunk or rig- 
idity of the neck. The disease is localized fully to the areas of the 
trigeminus and facial, The trismus may appear on one side and then 
involve the opposite side of the face with increased reflex irritability of 
muscles, or the tensions may remain unilateral. The reflex irritability, 
especially of the facial muscles and glottis, is very marked in some 
cases (v. Wahl). In this respect head tetanus (Kopf tetanus) resem 
bles very much cases of hydrophobia. In fact this peculiarity has given 
this form of traumatic tetanus its name. 

Gueterbock ascribes the tetanic spasm of the facial muscles to a par- 
alysis of the facial, but in no case could the author establish a paralysis 


of the soft palate. 
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The paralyzed facial muscles in some cases are affected with tonic 
and chronic spasms. In acute cases, in addition to the above, we may 
have rigidity of the facial muscles, or the process may spread to the 
deeper portions of the medulla and cord, giving rigidity of the muscles 
of the neck opisthotonos with spasms of the extremities. The other 
cranial nerves remain unaffected. The prognosis in acute cases is bad; 
only one of sixteen cases thus far recorded has recovered. In the 
chronic cases there have been six recoveries. In none of these recov 
eries was the glottic and faucial spasms marked, or the reflex irritability 
very apparent. 

The whole disease is a variety of tetanus traumaticus, and should be 
classed among the wound infections. 

It should be added that in six cases of the twenty-four an examination 


of the facial nerve gave post mortem negative results.— DeutschZettsch 
J. Chir., vol xxix. 


II. Clinical and Experimental Observations upon Ether 
Narcosis. By Fritz Fuerer (Berne). This embraces an interest- 
ing series of observations, both clinical and experimental, concerning 
the value. of ether as an anesthetic. These studies were made in the 
clinic of Professor Kocher. The enthusiasm shown by the author in 
favor of ether is all the more interesting from the fact that this anzs- 
thetic is so universally shunned upon the Continent. 

The number of narcoses were limited, but the results are apparently 
uniform and satisfactory. The Juillard mask as modified by Dumont 
was used. The ether was chemically pure, its specific gravity tested, 
and its reaction which should be neutral, previously ascertained. The 
patients were prepared in the same manner as in chloroform narcosis. 
Author does not lay any stress upon corneal reflexes as a criterion of 
narcosis. About fifty per cent. of ether is poured upon the mask (in 
children twenty five percent), the mask is placed slowly in contact 
with the face of the patient, the whole mask and head is then covered 
with a cloth, and muscular relaxation is awaited; this ensues as a rule 


within two minutes. The mask is not removed during the whole op- 
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eration except to add ether if the patient should show signs of reaction. 
The covering of the head with a cloth is to secure an atmosphere of 
ether vapor. It insures a saving also of the drug, as well as certain 
rapid narcosis. 

This new procedure is worthy of attention. The author does not fear 
any accidents as a result of reinhalation of gases in the above tech- 
nique. The author’s experience numbers 150 narcoses; these include 
patients from four months to ninety years ofage. The average amount 
of ether used in the first 50 cases until the appearance of narcosis, was 
9.06 c.cm., in 14 cases 100 c.cm. Asa rule about 58.6 c.cm. of ether 
was necessary. The general average time consumed in establishing 
complete narcosis was 4.8 minutes. The narcoses in children number 
33. They give interesting data. As arule narcosis was established 
in one minute, at the most in two minutes. Generally speaking, 30 
c.cm. of the drug was required to obtain this result. Author could not 
establish a stage of excitation in these little subjects, nor did he fail as 
Demme to obtain narcosis in any case. 

In a child aged four months it should be noted that the patient was 
kept under the ether for 43 minutes and 135 ccm. consumed. The pa- 
tient, though suffering from bronchitis and in pour condition, had no 
ill effects following narcosis. The ether narcoses in children are the 
most satisfactory. In those addicted to alcohol the excitement of the 
first stage was eliminated in two cases of the author by the previous 
administration of wine in some form. The vomiting following the ad- 
ministration of ether was observed in but few of the author’s cases (ten) 
He has administered ether in emphysema, phthisis, in valvular diseases 
of the heart, without evil results. The assertion of Gerster as to the 
danger of broncho-pneumonia in children and old age is not supported 
by the studies of Dr. Fueter. The author finds that struma compress- 
ing the air passages or tumor might be a contraindiction to the ad- 
ministration of ether. The vapor of ether is inflammable in the pres- 
ence of a lamp or taper at a distance of 60r 7 cm. in the horizontal 
direction, but beneath the source of the ether the fumes will ignite at a 
distance of 40 to 50cm. The thermocautery, however, may be safely 


used in the vicinity of the ether, as the instrument must be brought to 
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close distance, 1 cm., to the source of vapor of ether in order .o ignite 
the same. Ether, on the whole, is a much safer anesthetic than chlo- 
roform. The bad results of his colleagues, the author thinks, have 
followed imperfect technique in administration. 

The experimental portion of the above was carried out upon dogs in 
order to ascertain the action if any of ether upon the kidneys. Author 
found even after prolonged or repeated administration of ether to dogs 
that neither was the kidney tissue compromised in any way nor was 
there temporary albuminuria. The danger of ether administration in 
cases of moderate Bright’s disease is perhaps overestimated by Ameri- 
can observers (Emmett, Millard).—Deutsch Zettsch f. Chir., bd. 29, 
heft. I. 


HENRY Kopiik (New York). 


III. Some Abuses of Etherization. By Grorce F SuHrapy, 
M. D. (New York). ‘To avoid abuses in the administration of ether 
the author advises the observance of the following considerations: 

1. In commencing the administration of ether the gradual method 
is to be preferred. 

2. Its employment allows the lungs to empty themselves of residual 
air, prevents coughing and struggling, and places the organs in the best 
possible condition to receive and rapidly utilize the ether vapor. 

3. After the stage of primary anesthesia is reached, the more pure 
ether vapor the patient breathes, the better. 

4. The shorter the time of anesthesia, and the smaller the amount 
of ether used, the less likely are the unpleasant sequel to occur, 

5. The more evenly it is administered the less shock to the patient. 

6. Anesthesia should be entrusted to experienced administrators 
only. 

7. Many of the fashionable efforts to resuscitate patients are not 
only useless but harmful. 

8. The minimum amount of force should be employed to restrain 
the muscular movements of the patient. 


g. Mixed narcosis is often advisable for prolonged operations. 
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10. The utility of the galvanic battery, in threatened death, is to be 
proven, 

11, The most trustworthy means of resuscitating desperate cases are 
artificial respiration, hypodermic stimulation, inhalation of nitrate of 
amyl, and inversion of the body.—Wew York Medical Record, Febru- 


ary 23, 1889. 


IV. Drainage and Drainage Tubes in Their Application 

tothe Treatment of Wounds. By SrepHen H. Weeks, M. D. 

(Portland, Me). The author summarizes his paper as follows: (1) 

One of the most important duties of the surgeon is to prevent the sup- 

puration of wounds and to protect the patient from the dangers of sep- 

tic absorption. (2) If the blood and serum which collect in the 

wound within the first twenty-four or forty-eight hours, do not find free 

- exit, they give rise to tension and tension gives rise to inflammation, and 
the latter, if allowed to go on long enough, to suppuration; and thus 
the rapid healing uf the wounds is prevented and at the same time the 
elements of putrefaction may be absorbed into the blood and give rise 
to septic traumatic fever. (3) To avoid these consequences, thorough 
drainage should be secured for the free escape of disintegrated dead 
tissue and such other fluids as are not required for repair and which, 
if left pent up in the wound, not only tend to separate tissues which 
are intended to unite, but they tend to excite inflammation in the part 
and ultimately to undergo septic changes which may lead to blood 
poisoning in the form of septicemia or pyemia. (4) When antisep- 
tics are used during operations, or as a dressing whether as a spray or 
a lotion, the use of the drainage tube is as much or more necessary 
than it is where other forms of dressing are employed ; since under the 
stimulating influences of these agents, there is more effusion than is to 
be looked for under other circumstances. (5) There are two methods 
by which drainage may be secured —drainage through tubes and drain- 
age by capillary. Drainage through tubes is the most universally 
applicable, and the most certainly successful. (6) The materials 
¥- which are in common use for drainage tubes are rubber, catgut, horse- 


hzir, glass and decalcified bone. (7) Where it is desirable to use 
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absorbable drainage tubes those made of arteries present, I believe, 
advantages not possessed by any other material now in use. (8) 
When a wound is closed with a view of obtaining primary union, or of 
converting an open into a subcutaneous wound, careful inspection is 
called for to guard the patient against danger. If, on the second or 
third day, there arise pain and tension in the wound, with high tem- 
perature and other symptoms of constitutional disturbance, the dress- 
ings should be removed and free exit given to pent up blood and 
serum, since it will be found that these symptoms are due to the reten- 
tion of irritating fluids of the part, and are susceptible of relief only by 
the evacuation of such retained fluids —American Surgical Associa- 
tion, 1889. 


V. Transplantation of Skin-Flaps by Wolfe’s Method. 
By Fr. von Esmarcu (Kiel). Refers to a recent inaugural desserta- 
tion of Hahn of Kiel in which thirteen cases of this operation in the 
Kiel Clinic are detailed. These defects were the result in three cases 
of the existence of cancer of the face, in one of extirpation of nevus 
pigmentosum and in four of rhinoplasty from the forehead; in three 
cases the flap was taken directly for partial rhinoplasty and in two 
others for the formation of eyelids. The defects varied from 1 to 5 
cm. in diameter, adhesion of the flaps occurring in from five to ten 
days. Some entirely healed at once and the transplanted flaps differed 
from the neighboring skin only in retaining for some time a paler color. 
In most cases there were exfoliation of the cuticle and necrosis of smal} 
spots of dermis, but without in the least prejudicing the successful re- 
sult of the operation. Entire failure only resulted in one case in which 
the patient’s skin was in a most unfavorable condition. 

The method has the following advantages: 1. It enables us at once 
and completely to cover fresh wounds. 2. Skin with cicatricial tissue 
can be replaced by true skin. which offers greater resistance to external 
deleterious influences. 3. It gives better cosmetic results than any 
other method of transplantation, and this is especially important in 
operations on the face. 


The only disadvantage which this method has is that the flap is 
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liable to subsequent shrinking, but this can be obviated by making it 
larger than is necessary, to provide for shrinkage. The method is 
particularly applicable to plastic operations and cases in which we have 
to deal in the face with large wound surfaces incapable of being closed 
with sutures.—Zancet, June 8, 1889. 

JAMES E, PILCHER (U. S. Army). 


NERVOUS AND VASCULAR. 


I. On Nerve Extraction with Demonstration of Instru- 
ments and Removed Nerves. By C. Turerscu (Leipsic). 
By nerve extraction is meant a procedure which, without an ex- 
tensive preparatory elevation, allows a nerve seized at the periphery to 
be torn off centrally. The method is not unalterably established 
although Thiersch has been at work at it for six years. Still it seemed 
to him well to place the matter though incomplete before the profession 
for trial. As doubtless almost every one so he has now and then made 
an attempt after resecting a nerve to tear off a further piece from the 
central end—but only exceptionally with success. Usually the forceps 
allow the nerve to slip through, or simply bite off the part seized. 

Tne procedure, which has so far proven best, is as follows, taking 
the infraorbital nerve as an example: The nerve is thoroughly exposed 
at the infraorbital foramen so that none of the diverging branches can 
be overlooked. The forceps! is pushed with one branch against the 
foramen transversely beneath the collective branches and closed. You 
now begin to turn, with the left nerve from left to right, so that it shall 
not be stretched across the upper edge of the foramen and thus severed. 
Twist slowly, about half a turn a second. By this twisting the peri- 
pheral part to its finest branches follows the strain, the central part 
which cannot follow does not always tear at the same point though 
usually 3'/, to 4 cm. from the foramen. The break occurs before the 
peripheral portion is completely drawn out. ‘The operation may now 


be ended by severing the peripheral portion at the forceps, but it can 


'Resembles Lister’s forceps though stronger and firmer at the joint. One arm is 
convex, the other hollow, both provided with transverse interfitting smooth ridges. 
The tip of the forceps is somewhat buttonshaped to keep the nerve from slipping off, 
lo be had of instrument maker Moecke, Leipzig. 
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do no harm to twist this out and thus prevent any possibility of new 
nerves growing into the old paths.! 

He had hoped that the branches between the points of seizure and 
of rupture would also be obtained—in the case of the infraorbital, the 
anterior and even the posterior dental nerves. This, however, does not 
happen. Only the seized nerves are extracted, many times it is true to 
a very considerable length. In one experiment on the cadaver, ¢. g., 
fibers from the lingual nerve were obtained that extended at least one 
cm. beyond the Gasserian ganglion. 

He has also attempted by a previous twisting of the nerve longitud- 
inally to so firmly unite the superior efferent twigs with the trunk that 
they would follow the strain. But the instruments devise/] for this pur- 
pose proved futile. ‘They were partly forceps closing at the end witha 
horizontal ring (two half rings), partly corkscrew-like instruments for 
receiving the ring into their spiral. Both instruments seized the nerve 
longitudinally, but when turning on the long axis it was stretched so 
tightly over one or the other edge of the instrument as to be bitten 
thr-ugh. Consequently for the present he sticks to the cross-seizing 
forceps. Still the pull exerted does not seem without effect on the re- 
maining twigs. In experiments on the cadaver the predental nerve 
was found much loosened and tortuous in the orbita; and in the cases 
combined with odontalgia, the dental pain ceased; still this is not de 
cisive, as the like happens in ordinary resection of the infraorbital 
whereby the predental nerve is not touched. 

With the supraorbital nerve it will be well to expose the inner half 
of the upper orbital margin, to pick out each nerve curving around the 
edge, and to follow them, say 1 cm. into the orbit, since variations are 
not rare. He gives one case in point. The lingual and inframaxil- 
lary nerve he exposes by the method of Sonnenburg-Liicke, though 
making the incisions somewhat more extensive. One might go back 


to the method of Jul. Kiihn, only then the angle of the jaw ought not 


1To free the nerve from the forceps place the whole under water and brush the 
folds slowly back. When the nerve is unrolled, by gradually substituting alcohol 
for water and getting the branches in proper position a good and permanent prepara- 
tion is obtained. 
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to be saweu off and removed, but sawed into and osteoplastically 
turned back. 

All the trigeminus tracks that are the seat of neuralgia can not be 
directly reached from the place specified. He hopes however that by 
indirect action in many cases opening down to the foramen ovale and 
rotundum can be avoided. He has repeatedly followed this path to 
the base of the skull, but can not agree with those who claim that this 
provisional operation is easily executed and free from hazard; he finds 
it tedious and not immaterial as regards later function of the mastica- 
tory apparatus, 

He does not lay much weight on the short nerves that branch off 
from the third division close to the base and break up in the buccina- 
tors, since these scarcely carry more than a few sensory fibers. On the 
other hand the auriculo-temporal nerve likewise branching off close to 
the base proved the permanent seat of neuralgia in two cases in which 
pain in the territory of the supraorbital, infraorbital, lingual and infra- 
maxillary had been subdued. This nerve he believes might be exposed 
between the tragus and the maxillary condyle for the purpose of ex- 
traction, at the point mentioned by Richet for its discission. The mylo- 
hyoid nerve can be seized together with the inframaxillary, and the 
buccinator where it becomes superficial at the anterior border of the 
masseter muscle. The terminal branches of the orbital nerve in the 
cheek and temple are difficultly accessible without penetrating deeply ; 
likewise the ethmoidal nerve. His experiments were not finished. 

Extraction does not offer any disadvantages, though he would not 
conceal the fact that sometimes fine nerve-strips from the fucial were 
found attached by connective tissue to the end fibers of the infra- 
orbital. In these cases a slight paresis, lasting eight to fourteen days. 
appeared in the corresponding facial region. 

Nerve extraction was practiced twenty-four times on the trigeminus 
(in thirteen persons), five times on the supraorbital, twelve 
times on the infraorbital, three times on the lingual, four times 
on the inframaxillary, one time on the mental, besides once each on 
the post auricular, the dorsalis pedis and the anterior tibial. Also 


once on the eighth intercostal by assistant Dr. A. Schmidt. 
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The result was favorable and permanent in the operations on the 
trigeminus with exception of two cases in which the neuralgia con- 
tinued in the auriculo-temporal, in one of them also in the region of 
the orbital. 

In one severe case of convulsive tic, although it did not present the 
characteristics of a reflex neurosis, he formed a plan of excluding or at 


least weakening sensory irritation by successive extraction of the 
. 


trigeminal branches; complete and permanent cure, however, resulted 
from extraction of the infraorbital. 

In the discussion he stated that he had repeatedly resected at the fora- 
men rotundum and ovale according to Krénlein, but considered the 
operation very difficult and often followed by later disturbances.— 
xutit Germ. Surg. Congr., Author’s report in Centb/. f. Chirg., No. 
29, 1889. 


WILLIAM BROWNING (Brooklyn). 


II. Acute Spasmodic Pain in the Left Lower Extremity 
Relieved by Subdural Division of the Posterior Roots of 
Certain Spinal Nerves. By W. H. Bennett (London). A man, 
eet. 45 years, suffered from acute pain, sometimes spasmodic, in the 
left leg, apparently due to syphilitic thickening of the tibia of nine 
years duration. It had been treated ineffectually with iodide of pot- 
assium, mercury, anodynes and narcotics; with trephining and linear 
osteotomy of the thickened tibia; amputation through the knee-joint, 
stretching and finally resection of two and a half inches of the sciatic 
nerve. Death being clearly imminent, it was resolved to explore the 
spinal canal and examine the membrane and the cord itself, to see if 
any causative lesion could be discovered. No lesion being found, the 
posterior roots of the first, third, fourth and fifth lumbar and the first 
and second sacral nerves were divided. Healing progressed within the 
wound, but owing to the exhausted condition of the patient, death 
ensued in ten days. During this time the spasms continued but were 
painless. Autopsy showed that reunion had occurred between the ends 
of the divided nerve roots, although the sensation had returned with a 


rapidity much in excess to what is commonly seen under similar con- 
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ditions after division of a nerve trunk. Ityas believedthat a complete 
recovery would have been obtained had the treatment been adopted 
before the patient became exhausted.—Zancet, April 27, 1889. 


III. Successful Almost Simultaneous Ligature of the 
Primitive Carotid Arteries. By L. C. Lanz, M. D., (San Fran- 
cisco). A man, et. 40 years, was affected with an epithelial cancer of 
the base of the tongue of several months duration. The extirpation of 
the growth was commenced by ligation of the right common carotid to 
obviate the probable hemorrhage from the branches. The tongue was 
then drawn forward and the diseased structures circumscribed with a 
shallow cut, including half of the base of the tongue, the lateral wall of 
the throat, including the right tonsil and half of the soft palate. The 
left internal carotid artery was wounded by the completion of this cut 


and tamponing having failed to check the hemorrhage, the left common 


carotid was ligatured, about an hour having elapsed since the right 


was tied. This did not entirely arrest the bleeding and it was neces- 
sary to keep a plug in the wound for several days thereafter. The 
growth was satisfactorily removed and the patient made a good recov- 
ery, no recurrence having occurred eighteen months later.—Ameri- 
can Surgical Association, 1889. 


JAMEs E. PitcHer (U.S. Army) 
HEAD AND NECK. 


I. Trephining for Tumor of the Brain. By H. FiscHer 
(Breslau). A powerful man, (horse-car conductor), zt. 37 years., was 
admitted to the surgical ward June 2, 1888. No specific history. Quite 
well up to January, 1887. His trouble began with a severe attack of 
dizziness, that finally passed into an epileptic fit, the whole following 
great bodily activity (dancing to lively airs). The next day there was 
a repetition. From that on, the right arm remained weak, and sensa- 
tion in it had become numbed. He was, however, able to remain at 
his troublesome post. In the fall of 1887 the arm became complétely 
paralyzed and very severe paroxysmal headache appeared on the left. 


From then on he was in the care of the general medical ward where 
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the diagnosis of tumor in the left precentral convolution was made. 
Iodide of potash and other remedies proved entirely ineffectual. The 
symptoms slowly and continually increased. On the 2d of June slight 
aphasia (motor) existed. Consciousness was unclouded. No paralysis 
about the face. The right arm was decidedly paralyzed in all groups 
of muscles,—flexors, extensors, supinators and pronators about equally. 
All qualities of sensation diminished (in arm). The right leg was 
weaker than the left and dragged a little in walking. Operation of 
trephining June 4th. By the rules laid down by Horsley the precentral 
convolution was readily found. Still, examined in every way no trace 
of a tumor could be found. He thereupon tamponed with iodoform 
gauze without replacing the button of bone. The patient experienced 
great relief from the operation. Though the motor speech trouble had 
increased, the headache was gone, the arm-paralysis was less, and the 
convulsions ceased. The end of November he began to complain 
again. The paralysis of the right arm and leg increased. Characteristic 
epileptiform convulsions, as described by Jackson, occurred almost 
daily, and the disturbance in speech became more evident. During 
the severe attacks the patient complained of a stopping of the left nos- 
tril, and finally in these lost consciousness As the first operation had 
given him great relief, he urged its repetition. On Dec. 2oth the skull 
was opened at the point of previous operation. Upon penetrating the 
brain substance a red lobulated wedge-shaped tumor soon bulged up. 
Its base reached far into the brain mass towards the right (beyond the 
trephine opening). He succeeded with his fingers in shelling out the 
tumor from the brain, although it continually broke off on pulling. 
Hence it had to be removed piece-meal, and severe hemorthage re- 
sulted. The growth was also firmly adherent to the dura. After the 
operation the hole in the brain was plugged with iodoform gauze, and 
a lightly compressing bandage applied. The patient was at first rather 
weak but soon recovered, and all manifestations were disappearing. 
Two months later, however, he began to complain again, and now a 
tumor grew out through the trephine-opening. No further operation 
was undertaken and he died comatose March 20. The autopsy 


showed that the tumor in the brain had been completely removed. The 
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recurrence started from the dura. It was a vascular round-elled sar- 
coma. We see from the history of this operation how slippery and 
uncertain for operative interference is the subject of brain-tumor. This 
one was correctly diagnosticated and yet not found the first time, since 
it had pressed laterally on the central convolutions.—xviti Germ. 


Surg. Congr., Author’s report in Centbl. f. Chirg., No 29, 1889. 


II. Three Cases in Which a Favorable Result was Ob- 
tained by Trephining. By Dr. Horrman (Ko6nigsberg). 

Case I. Man, et. 32 years. Healthy, from healthy family and the 
father of several healthy children. No history of syphilis. In August, 
1886, he noticed that distant objects looked double. At the same 
time vertigo and headache came on, especially on stooping. ‘Then 
gradually a feeling of numbness over the whole right side of the face, a 
slowly increasing stiffness of this side and difficulty in speaking were 
added. After catching cold six weeks later, excessive pain in the head 
and vomiting. Dec. 1 the author found paresis in the region of the 
right facial, abducens, oculomotor, hypoglossus and glossopharyngeus, 
besides the above noted symptoms. As the author had seen similar 
phenomena develop acutely from purulent otitis, and the patient was 
hard of hearing on the affected side (although since childhood, and a 
perforation of the drum also existed) he thought it might be an inflam- 
matory process proceeding therefrom. Hence on Oct. 5, 1886, he 
trephined the mastoid process down to the lateral sinus, also opening 
the latter. All that he found was sclerosed bone, somewhat thickened 
dura, and strikingly dark blood from the sinus. Immediately after the 
operation the headache vanished and in the course of the succeeding 
months all symptoms passed away. ‘The man has since remained per- 
fectly healthy. 

CasE II. Vigorous man, et. 19 years. In August, 1888, after a 
horseback-ride he suffered an apoplectic attack with loss of conscious- 
ness for four days. Thereafter complaint of severe headache located 
at the vertex, sensation of lameness in lower extremities, feeling of 
coldness up to the knee, tottering gait, vertigo, severe pain in the back 


—-suicidal impulses. As in the previous case iodide was tried in vain. 
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As an exact examination showed that the headache always began on 
right side, and that the patient had a former otitic trouble on this side. 
An operation like the previous one was done on this side three months 
from the commencement of the trouble. Immediate relief of the head- 
ache and gradual subsidence of the symptoms. Here also the bone 
was sclerotic, the dura somewhat thickened. 

Case III. A 30 year old referee. No evidence of syphilis. Always 
healthy except a sciatica two years previously. Attacked March 1o, 
1889, with severe headache, vomiting, very slow pulse (36-40), seeing 
sparks, feeling of general lassitude—without increase in temperature. 
Iodide produced transitory improvement. Then for several successive 
days repeated epileptiform attacks with subsequent confusion (mental), 
excessive headache and tendency to much weeping. One night slight 
pain in the left upper extremity complained of; the next night the left 
side became hemiplegic—also paralysis of the bladder. The same day 
(March 21, 1889,) he operated in the same way as in the previous 
cases. That evening the patient moved the paralyzed limbs. On the 
following days consciousness gradually returned and headache with 
other symptoms slowly disappeared. 

The author is not able to give an explanation of the result. He 
assumes that such an operation acts similarly to an iridectomy for 
glaucoma. He proposes to attempt the same inchronic hydrocephalus, 
and should it succeed there, to proceed similarly in those psychoses in 
which according to experience no anatomical changes are found. 
Perhaps the operation might be used as a palliative means to lessen 
pressure-symptoms in tumors. Whether opening the sinus is necessary 
further experience must show.—xviil, Germ. Surg. Congr., Author’s 
report in Centbl. f. Chirg., No. 29, 1889. 


WILLIAM BROWNING (Brooklyn). 


III. Non-Malignant Tumors of the Tongue. By E, Kircu- 
HOFF (Berlin). The author reports two cases of benign tumors of the 
tongue, which were operated upon at Bergmann’s clinic. 

These cases are interesting on account ot their rarity and of their 
importance in matters of differential diagnosis. Both tumors occurred 


in adults, and were, one a lipoma, the other a fibroma. 


PRE EN eet oli cs gar eS 











4 
: 
3 
¥ 


ae 


ee ee 





HEAD AND NECK. 269 


These new growths usually develop slowly, and do not cause any 
trouble until they attain sufficient size to interfere with eating, breath- 
ing and speaking. 

The favorite seat of the lipoma is on the borders of the tongue, usu- 
ally near its point, while fibroma occurs more frequently on the dorsum, 
sometimes more than one being present. 

Lipomata of the tongue have been divided into a submucous and 
an interstitial form. ‘The forms are usually easily recognized, the tense 
mucous membrane transmitting the golden yellow color of the fatty tis- 
sue. In the interstitial form the diagnosis may be more difficult, and 
this applies as well to fibroma. They must be differentiated from in- 
flammatory processes, and other growths, malignant, syphilitic etc. 
Various degenerative processes which have been observed, by some 
authors, in lingual fibromata, appear to be of syphilitic character. 
There is also a fibro-lipoma of the tongue, in which more or less 
connective tissue exists, mingled with adipose tissue. 

Papilloma occurs with the same frequency on the tongue as the 
the above named tumors. It is found either as a diffuse villous hyper- 
trophy or as a circumscribed pedunculated warty tumor. The latter 
form is observed especially in places on which papilla are normally 
present as the base of the tongue, but this form has been observed on 
the lower surface of the organ. These tumors may be found at all 
times of life and are frequently congenital. 

Cases of chondroma and osteoma of the tongue have been described, 
but they are all samples of fibroma or lipomata, which have undergone 
partial osseous or cartilaginous degeneration. 

Keloid and adenoma of the tongue are extremely rare. 

As regards vascular tumors we must distinguish between those which 
are produced by dilatation of the blood vessels, and those which are 
caused by dilated lymphatics. To the latter belong some forms of ma- 
cro glossus. The true vascular growths consist of telangiectases, 
which may involve a large area of the tongue, and cavernous angioma 
which are usually of small size. The angiomata occur singly or in 
large numbers, and their favorite seat is the anterior portion of the 


dorsum lingue. They are only slightly elevated over the surface, and 
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are of a bluish color, soft in consistence, and their contents can be easily 
expressed. They grow slowly and may give rise to no inconvenience at 
first, but soon become the source of frequent hemorrhage. Small an- 
eurisms are also found in the tongue; they give the characteristic signs 
and are of reddish or bluish color. 

Cystic tumors are of rare occurrence in the tongue itself, although 
quite frequent in the muscles between the chin and tongue. The most 
frequent forms are mucous cysts which are usually situated at the base 
of the tongue in the mucous membrane, and beneath the muscular 
layer. They grow slowly, have clear contents. and are usually of small 
size. 

Cysticerci and echinococci occur as round tumors, often of consider- 
able size, and are situated, as a rule, in the median portion of the tongue. 
They commence as small hard nodules, and later assume a cystic char- 
acter.— Deutsche Med. Woch., No. 23, 1889. 


IV. Carcinoma of the Tongue, its Operative Treatment.. 
By F. Krause, (Halle). The writer reports statistics derived from all 
cases of carcinoma of the tongue operated on at Professor Volkmann’s 
clinic in Halle between the years of 1875 and 1888, and of the gt cases 
operated on there is only a mortality of 22% due to the operation. 

In no case has there been any phlegmonous in ammation of the deep 
cellular tissues of the neck. 

As regards the technique ofthe operation, Volkmann has completely 
abandoned the ligation of the lingual artery as the first step in the 
operation, for even when the linguals are tied the hemorrhage is much 
greater than by the method he now employs. 

Tamponing of the trachea is also condemned as dangerous, for in 
Volkmanns opinion tracheotomy is not so harmless a procedure as it is 
generally supposed. 

Two methods of operation are employed in the clinic at Halle, 
according to the position, size and extent of the carcinoma. 

If the tumor can be drawn as far forward as the teeth, by means of a 
hook or fillet, the new: growth is simply removed with the knife and 


scissors. (Under these circumstances there is no danger of the blood 
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entering the larynx; the patient deeply narcotised, is seated upon a 
chair during the whole course of the operation.) The hemorrhage 
being arrested, the wound is united, or if only a small piece of the 
healthy side of the tongue is left, this is turned back and united to the 
stump, leaving the patient with a shorter but broader tongue. 

In cases where the tumor is too far back to be drawn out sufficiently 
or if the disease has invaded the floor of the mouth, the palate or 
tonsils, Volkmann employs Langenbeck’s procedure of lateral section 
of the lower jaw. ‘The patient is chloroformed in a half sitting posture, 
and the tongue is drawn forward by means of a loop or tenaculum. 
The canine and first molar teeth are then extracted, if needed, and a 
‘vertical incision is made from the angle of the mouth down to the 
larynx, cutting through to the periosteum of the jaw, above, but below 
only dividing the skin. The periosteum is then removed from the 
inferior maxilla and the bone sawed through with a flat saw. Then 
both parts of the bone are strongly pulled apart, and all the soft parts 
of the floor of the mouth are then cut inthe line of the first incision. 
This affords ample space to remove any of the infiltrated ylands_ which 
may be present, and for ligation of any bleeding point. The anterior 
palatine arch is always cut through and a drainage tube is introduced 
into the nich of the tonsil and brought out externally and terminates 
avout the level of the larynx, thus preventing the secretions and fluids 
from gaining access to the trachea. 

After removal of the diseased part, the tongue is sutured, and the 
whole wound closed by the sutures if possible: if not, iodoform gauze 
tamponade is employed. The edges of the bone are united by a 
silver wire suture. As regards the after treatment, the patient is placed 
in a semi-reclining posture, aud is fed by fluids which are poured into 
the back of the mouth by means of a vessel with a long neck. 

The majority of patients operated on are able to swallow even a 
few hours after the operation, or at the latest on the following day. 

After each meal the mouth is washed out with some harmless anti- 
septic solution, usually boric acid. 

This mode of operation is, according to the writer, satisfactory in 


every respect, and it affords a large field for operation and is attended 
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with only slight hemorrhage. During the operation the flow of blood 





into the trachea is absolutely prevented since the epiglottis is always in 
sight, and is situated on a higher level than the wound. 

The secretions from the mouth and wound are afforded a free exit 
through the drainage tube. 

The mortality after such an extensive and radical operation is not 
very high, only 2 deaths in 35 cases. 

In 56 partial extirpations of the tongue, done between 1875 and 1888, 
there were no deaths.— Deutsche Med. Woch., No. 22, 1889. 

F. C. Husson (New York). 


V. Extirpation of Goitre. By Pror. CasELi1 (Genoa). Up 

to date, the author had done seventy-eight extirpations of goitre, with 
but one case in which complications occurred. Out of this number 

he thought he had extirpated the thyroid gland entirely in fourteen 

cases; he said he thought he had done so, for during the operation, 

amidst the blood and numerous ligatures, one cannot positively state 

that some of the degenerated gland might not have been left in the 

wound, The latter accident is sometimes a happy occurrence for the 


patient, for the function of the part left preserves the patient from the 





grave general accidents which are often consecutive to a complete ex- 
tirpation. 





In one case, he operated upon a woman who presented an enormous 
tri-lobed goitre; he first extirpated the right and median lobes of the 
i tumor. One year later, he extirpated the remnant of the goitre, the 
left lobe; seven days later the patient presented already very severe 
symptoms of the goitre cachexia; the urine was albuminous, and the 


number of blood globules had fallen to 2,900,000 in a cubic millime- 





ter. These symptoms, however, became less marked; seventeen days 
later the number of blood globules had risen to 3,600,000, and this fa- 
vorable change was explained when simultaneously a small tumor ap- 
peared in the crico-thyroid space, formed by a fragment of the gland 
which had escaped extirpation, and the consecutive development of 
this saved the patient from a fatal cachexia. 


As regards the consecutive general phenomena, he thinks that a to- 
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tal extirpation of the thyroid body is much more serious if it is prac- 
ticed on young persons. It seems that the importance of the thyroid 
body in reference to the functions of the organism diminishes with in- 
crease of years. The nature of the tumor must also be taken into 
consideration. The tumors which have brought about a complete 
abolition of the physiological function of the thyrvid body can be ex- 
tirpated without any fear of subsequent bad results; but if one has to 
deal with young persons, to whom the thyroid body is necessary, it 
would be useful to leave in place a certain portion of the gland. 

Bruns and Kocher attribute the alterations of the tracheal and laryn- 
geal cartilages, which are met with in goitre, to a fault of nutrition, 
due to a compression of the inferior thyroid artery. He himself thinks 
that these alterations are due to the direct compression of the tumor, 
for these alterations disappear when the goitre is extirpated. 

Dr. Bassmi, of Padua, said that in 1884 he extirpated a large goi- 
tre in the case of a young woman, who, after the operation, was seized 
with symptoms of the cachexia strumipriva; but these symptoms soon 
disappeared. At the same time, there appeared on the sides of the 
neck, in the supraclavicular fossz, little tumors, which brought about 
the complete cure of the patient. Three of these nodules he extir- 
pated for microscopical examination; they were thyroid adenomas, 
which convinced him that the tumor which developed in the neck of 
the patient was of a thyroid origin.— ed. and Surg. Reporter, June 


1, 1889. 


VI. Total Extirpation of the Larynx for Epithelioma. 
By Dr. GREVILLE MACDONALD (London) and Mr, CHARTERIS SYMONDS 
(London). A man, et. 41 years, presented an epitheliomatous growth 
affecting the larynx. The case had been followed for some time by Dr. 
Macdonald and operation had been repeatedly urged until, six months 
later, the growth had developed so rapidly that laryngectomy was fin- 
ally agreed to and the operation was done by Mr. Symonds. The 
growth was found to involve the whole of the left cord while the an- 
terior part of the right looked granular and swollen. The affected 


portions were removed and the patient recovered rapidly and did well, 
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but recurrence occurred rapidly and seven weeks later the remainder 





of the larynx was removed. In ten days his patient was up and around 






and in a few months he could speak in a low, distinct, though gruff 






voice; this was managed by passing through the upper wall of the 






canula a curved tube which ran up to the base of the epiglottis and 






admitted the air when he closed the canula with his finger. The 






vibrating structure appeared to be the mucous membrane of the 






pharynx running back from the epiglottis. The authors thought this 






was the first recorded case where the patient could speak after total 





extirpation of the larynx. The patient preferred the laryngeal arrange. 






ment referred to, to the artificial larynx, which he had tried.—Zancet. 






JAMEs E, PincHer (U.S. Army). 
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I. Cholecystotomy. By Kenpat Franks (Dublin). The 





patient, a lady, aged 52, had suffered from biliary colic, accompanied 





by severe feverish attacks and jaundice, from December 26, 1886. 






After her admission into hospital the attacks of pain and fever were 






almost of daily occurrence. The diagnosis was rendered difficult owing 





to a tumor which occupied the left side, from the costal arch to the 






crest of the ilium. A smaller globujar tumor was felt between this and 






the umbilicus during the attacks of pain. The patient was in an ema. 













F ciated and exhausted condition when the operation was performed. 
i The larger tumor on the right side proved to be an abnormally shaped 
right lobe of the liver, the long axis of which was quite vertical in di- 


rection. The gall bladder contained four calculi, which were removed 





through an incision in its anterior wall. No stone or tumor could be 
found obstructing the cystic duct or the ductus communis choledochus. 
It was evident that the obstruction was due to a stricture of the com- 
mon bile-duct. The opening in the gall-bladder was sutured to the 
abdominal wound. The patient made a rapid recovery, and when seen 
nine months later she had gained in weight, and looked healthy and 


well. She suffered no pain or distress, but the bile continued to flow 


sadiaenineinahaas ile 


from the fistula in the side. The absence of bile from the intestines 
seemed to interfere in no way with her health—Arit. Med. Jour., 


Jan. 5, 1889. 
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II. Cholecystotomy. By Mr. Barron (London). The patient 
was an elderly woman, who had suffered from symptoms of gall-stones 
for many years. She was a good deal emaciated, and her nutrition 
had suffered from long-continued disease. She was heavily jaundiced, 
and the abdomen, on palpation, showed a well marked tumor in the 
region of the gall-bladder. The operation was perpendicular to the 
costal cartilages, about four inches in length, and the peritoneum was 
readily reached and opened. He passed his finger into the gall-blad- 
der, and felt through the walls a number of hard gall-stones, some being 
impacted in the common duct. The anterior wall of the bladder was 
stitched to the edge of the incision. The lower part close to the gall- 
bladder having been opened, a large gush of greenish-yellow bile fol- 
lowed, and he removed with his finger three large stones. But the real 
difficulty was to reach the stone or stones impacted in the duct, which 
constituted the cause of the obstruction. Squeezing or pressing was 
out of the question, and the only course was to reach the stone or 
stones with the finger or the forceps. Once the stone had passed 
through the duct it was exceedingly difficult to reach or press it in any 
way so as to make it slip backward. After manipulation he extracted 
another stone, and concluded that his operation had been successful; 
but it was not, although the wound was antiseptically dressed, and 
there was an excellent recovery. There was no peritonitis except in 
gluing the edges together, and there was no bad result. At the same 
time there was no relief to the jaundice, and the obstruction remained. 
The dressings were saturated with bile. She expressed herself greatly 
relieved, and her appetite increased; but being an elderly woman, she 
never fully regained strength from the low state of nutrition into which 
she had fallen, and in the course of three months she died, apparently 


from want of nutrition.— Brit, Med. Jour., Jan. 5, 1889. 


III. Onthe Cystic Liver Echinococcus and the Method 
of its Operation Introduced by von Volkmann. By 
F. Krause (Halle). This paper, by Volkmann’s first assistant, finally 
aims at a defense of the double operation against the single one of 


Sanger-Lindemann, both, however, products of the antiseptic period, 
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The sources (dog, possibly also fox,) and manner of infection, etc., are 
first given somewhat in detail. He then relates the thirteen cases so 
far operated on in Volkmann’s clinic by this method, thus including 
the two originally published by Ranke (1877) and some in a later dis- 
sertation. One of these, reaching the liver through the pleural cavity, 
was, however, a single-act operation. There was only one death, and 
this was from uremia 18 days after the operation. He collects also 
18 other cases, making a total of 31, without a death from the opera- 
tion. His list, however, does not seem to be by any means com- 
plete. Lindmann’s method, up to 1888, gave a death rate of 6$%, 
but, as he says, either method gives excellent results compared to the 
old double puncture of Simon, with its 334% of fatal cases. He 
finishes with a careful re-description of the one-act operation, but as 
its principles are already known, we do not need to reproduce it here. 
He urges against the exploratory aspiration until after the first act, 
?.¢., until adhesions to the border of the incision have formed.— Vodk- 
mann’s Sammlung, No. 325, Nov. 28, 1888. 


Wma. BrownineG (Brooklyn). 


IV. The Operative Treament of Cicatricial Stenosis of 
the Pylorus. By Dr. P. ORTMANN (Koenigsberg). For the surgical 
treatment of cicatricial stenosis of the pylorus there are at present 
three operative procedures: 

1. Typical resection of the pylorus. 

2. Gastro-enterostomy (Wolfler’s operation). 

3. Pyloro-plasty (Heinecke Mikulicz), which has been done in all 
but four times. 

The question of which operation 1s to be chosen cannot be an- 
swered with certainty before the abdomen is opened. 

The least difficult and most rapid operation is that of pyloroplasty, 
which removes the obstruction and completely restores the physiolog- 
ical relations of the stomach, especially where there are many ad- 
hesions and extreme rigidity of the pylorus. 

The most radical and also the most dangerous operation is com- 


plete resection of the pylorus, which was first done for cicatricial 
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stenosis by Rydyger. It is especially useful in those cases where the 
exact differential diagnosis between stenosing ulcer with hyperplasia 
and carcinoma cannot be made. 

Gastro-enterostomy does not directly do away with the pyloric sten- 
osis; it only establishes in a round-about manner the communication 
between the stomach and the intestine, and answers in those cases, 
where neither of the above mentioned operations can be employed. 

Dr. Ortmann publishes two cases of stenosis of the pylorus, due to 
different causes, and operated on by Mikulicz; in one case a re- 
section and in the other a pyloroplasty was done. 

Case 1. Stenosing ulcer of the pylorus, resection. Woman 4o 
years old, married 13 years, was admitted to the clinic May 11, 
1888, complaining of stomach symptoms which had lasted for several 
months; vomiting pain and feeling of weight after meals. For the 
last ten weeks patient complained of a localized pain in the right side 
of the abdomen, and noticed a hard tumor in the painful region, and 
a rapid loss of flesh. 

Examination showed a little above and to the right of the umbil- 
icus a hard sausage-shaped tumor about 10 cm. long. This tumor is 
movable but painful. Distention of the stomach shows it to be much 
dilated, its lower curvature being a hand’s breadth below the umbil- 
icus. The tumor is connected with the stomach and occupies the 
position of the pylorus. Examination of the contents of the stomach 
shows sarcinz and bacteria; chemical examination with the phloro- 
glucin vaseline solution shows absence of free hydrochloric acid. 

Urine clear; no albumen; bowels much constipated. Rydygier’s op- 
eration of resection of the pylorus was done May 17, and occupied 
one and one half hours. 

The resected portion of the stomach, together with the pylorus, 
measured g cm. for the greater curvature, and 7 cm. for the lesser. 
The part of the pylorus occupied by the tumor is so narrow that it 
will hardly admit the point of small dressing forceps. On section of 
the tumor, the tissue breaks under the knife. The serous coat is 
glistening; the muscular coat is extremely hypertrophied, and is 


crossed by white cicatricial connective tissue. The mucous membrane 
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is also hypertrophied, and at 2 cm. from the pylorus is a defect the 
size of a silver quarter, with hardened edges anda finely granular 
base. The ulcer extends deeply into the muscular coat. Incision 
of the ulcer shows its base and walls to be of a cicatricial consis- 
tence. 

Microscopical examination of the ulcer and its neighboring parts, 
together with sections through the tumor, shows nothing of a carcino- 
matous appearance. At 2mm. from the edges of the ulcer the mucous 
membrane is perfectly normal. 

The patient recovered perfectly from the effects of the operation, 
and left the hospital one month later. When seen again, six months 
later, she was found to be in perfect health, having increased 
in weight, and being able to eat and digest every article of food 


without pain or inconvenience of any sort. 


Case 2. Female, aged 23; domestic; admitted to the hospital 


June 11, 1888. Patient had been suffering from stomach symptoms 
for six years. At that time she drank a teaspoonful of concentrated 
sulphuric acid. Immediately after she had severe pains which lasted 
for ten days, and at the same time she vomited blood. Fora 
month after the patient had to remain in bed, suffering from constant 
pain in the region of the stomach, and vomiting after every attempt 
at taking food; then she improved, but found she could not swallow 
solids. Bougies were passed daily for four months, then solid food 
could be swallowed, but regularly after each meal pain and vomiting 
set in. Stomach was then washed out, at first twice a week, then 
daily. For the last three years patient washes out the stomach every 
morning. 

Examination shows no scars in the mouth; the cesophagus is of 
normal caliber. The abdomen feels normal; around the umbilicus 
there is a slight swelling, and palpation of the abdomen here gives 
a splashing sound; otherwise nothing. On distending the stomach it 
was found to be much dilated. In the contents of the stomach free 
hydrochloric acid was found. 

Operation of pyloroplasty June 25, 1888. An incision 10 cm. long 
made in the linea alba, above the umbilicus. The exploring finger 
found pylorus tree from adhesions,. and the pyloric region was drawn 
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forward as far as possible; an exploratory incision was then made 


in the stomach, and the finger being introduced, a ring-like structure at 


the pylorus was found, so narrow that the tip of the little finger 
could not pass through it. The incision was then enlarged in 
the direction of the long axis of the stomach, up to the point of 
stricture, and then through this point into the duodenum. This 
showed a strong circular valve-like cicatrix of the mucous membrane 
as the cause of the stenosis. 

The other coats of the stomach were perfectly normal. The wound 
was then closed in such a manner that the longitudinal incision be- 
came transverse, with this modification, that in the pyloric region the 
wound was closed in a transverse direction, while a small part of the 
incision going towards the cardia was united longitudinally, so the 
wound had a f shape, the vertical part corresponding to the seat 
of the stricture, and the longitudinal part going from thence in the 
direction of the long axis of the stomach to the beginning of the first 
exploratory incision. Three rows of silk sutures were made. The ab- 
dominal incision was united by three wire and a continuous cat-gut 
suture. 

The patient made a good recovery. During the first two days 
after the operation the patient vomited several times and complained 


of some pain, but this passed away. 


On the 25th day of July the patient was discharged; a tube hav- 
ing been passed into the stomach that morning, it was found perfectly 
empty. 

Six months after the operation the patient writes that she feels per- 
fectly well and has increased in health, and has not vomited once. 

The operation of pyloroplasty has so far been done four times, 
including this case. The first time by Heinecke in 1886; second 
time by Mikulicz in 1887; then by Bardleben early in 1888, and 
then again the last time by Mikulicz. There has culy been one 
death, and that was Mikulicz’ first case. The functional results in 
the three successful cases have been excellent.—Deut. Med. Woch., 
No. 9, Feb. 28, 1889. 

F. C. Husson, (New York.) 
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V. A Method of Operation Intended to Diminish the 
Dangers of Resection of the Intestine. By Dr. E. HAHN (Ber- 
lin). The unfortunate results following the treatment of gangrenous 
intestine by means of primary resection of the intestine and the estab- 
lishing of an artificjal anus, impelled Hahn to employ the following 
method: The gangrenous intestine is drawn out through the inguinal 
ring, a double ligature is applied and the gangrenous portion resected 
between the two portions of the latter. Iodoform gauze is packed into 
the previously disinfected lumen of the bowel, which is then sutured. 
An incision is then made of from 6 to8 cm. in length, in the linea alba, 
crossing the origin of the mesentery, so that the upper portion of the 
incision is above, and the other portion is below the point of crossing 
of the latter. For this purpose the incision is begun somewhat below 
the umbilicus, and ends closely above an imaginary line passing from 
one anterior superior spinous process to that of the opposite side. The 
abdominal cavity is opened to this extent, and both ends of the intes- 
tine drawn out of the abdominal wound at the lineaalba. This is ac- 
complished by means of a pair of dressing forceps, which grasp the 
ends of the bowel by means of the double ligature threads before men- 
tioned. The wound in the hernial region is irrigated and tamponed 
with iodoform gayze. Thereupon the exact condition of the intestine 
is determined, and, if no further resection is necessary, the sutures are 
applied in the usual manner (circular suture). Strips of iodoform gauze 
are placed under the line of sutures, so that the bowel, so to speak, 
rides upon the same; or from both sides of the bowel, strips of the 
same material are led to the mesentery. The latter method is preferred 
in as much as they are more easily removed. Then the bowel and 
gauze are lowered into the abdominal cavity, and the ends of the strips 
led out through the abdominal sound, and are fastened in the latter, 
whereby the bowel is secured to the neighborhood of the abdominal 
wound. Between the strips the abdominal wound is still further 
packed with iodoform gauze and the skin of the abdomen united over 
all by means of about three superficial sutures.—Ber/. Xin. 
Wehschrift, No. 26, 1888. 
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VI. Upon Enterostomy and Laparotomy in Acute Inter- 
nal Intestinal Obstruction Caused by Volvulus, Strangula- 
tion and Flexion. By R. V. Oerrincen (Dorpat). Comparison 
is made between cases in which simple laparotomy is alone necessary 
and those in which the performance of enterostomy in addition is de- 
manded. In judging of that which enterostomy can accomplish, he 
includes the palliative effect of the operation; the life being preserved, 
but the occlusion persisting. On the other hand, he considers with 
due appreciation those cases in which, from an anatomical and patho- 
logical view, laparotomy was successful, but the clinical result is not 
taken into account. 

In the whole literature of this subject, it is asserted, that not a single 
case of volvulus is recorded in which a cure of the volvulus was ob- 
tained by the performance of an enterostomy. All so treated (five cases) 
were followed by death. The argument that in cases of volvulus, after 
the disappearance of the latter, the fact that it had existed cannot be 
subsequently demonstrated is disputed by the author; it is not to be 
supposed that enterostomy in every supposed case of volvulus has a 
curative, and in no single case a palliative effect. (The objection ap- 
pears, in considering the uncertainty of the diagnosis of volvulus, and 
the small number of published cases treated by enterostomy, to be not 
quite a valid one. From a theoretical standpoint it would appear pos- 
sible for a loop of intestine, twisted upon its mesenteric axis, to undergo 
reduction upon emptying the loop of intestine leading to it, by means 
of an artificial anus.) By means of laparotomy cure was obtained in 
six cases of volvulus. In six further cases the twist was found and re- 
moved, but the patients died from causes independent of the opera- 
tion. In seven other cases death followed untwisting of the volvulus 
by means of laparotomy, partly in consequence of already existing 
peritonitis, partly from perforation of the bowel consequent upon gan- 
grene, partly from collapse directly after the operation. In these nine- 
teen cases, at least a technical success was obtained in thirteen 
instances, although but six patients recovered; in opposition to this 
are seven additional cases in which no measure of success followed the 


laparotomy; in one case death occurred during the operation, in another 
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case the obstruction was apparently removed, but the post-mortem 


showed that the volvulus was not entirely reduced. In three cases the 


obstruction presented the form of adhesions, and seemed to have been 
removed, but a volvulus remained, and caused death. In two cases 
the operation was abandoned before completion. Finally in four still 
further cases, because of well marked gangrene, the sphacelated por- 
tions were excised. 

Among the cases of strangulation the author found seven described 
in literature, in which enterostomy was employed; six of these ended 
fatally; in the seventh, however, the diagnosis was not assured, although 
recovery followed. In no case, however, did the operation have a 
purely palliative effect; either the strangulation was removed, as in the 
uncertain case just mentioned, or the patient perished. In opposition 
to this, it is stated that in twenty three cases recovery followed lapar- 
otomy. In two instances of otherwise successfully accomplished 
laparotomy, death occurred from pneumonia. In seventeen cases the 
obstruction was removed, but death by peritonitis or collapse followed. 
In eight instances only was it found impossible to locate or remove the 
obstruction by means of laparotomy. 

By far more favorable are the results of enterostomy in the cases of 
occlusion caused by flexion. In six cases, in which from the history, a 
flexion of the bowel could be diagnosed, recovery followed (the ob- 
struction being overcome). In three other cases, a palliation of the 
condition only followed, and of these, the obstruction was subsequently 
overcome by laparotomy. Only one case is on record in which the 
operation of artificial anus caused death; in case of acute obstruction 
due to flexion. These favorable results are attributed to an easy per- 
formance of enterostomy, and of the absence of considerable damage 
to the peritoneum. In fourteen cases of flexion, laparotomy was fol- 
lowed by recovery; six times, despite of a technical success, death fol- 
lowed. In four cases the obstruction could not be found; of these two 
died. Inthe two remaining an artificial anus was established, and 
subsequently the obstruction was removed, and the art'ficial anus 
closed. 

Basing his opinion upon these favorable results, the author declares 
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from the pathologico-anatomical standpoint, in case of volvulus and 
strangulation, laparotomy is decidedly indicated, while in flexion, both 
methods of operation offer equally good results. Only rarely, how- 
ever, does the opportunity offer clinically of making with certainty the 
diagnosis of the particular anatomical form of intestinal obstruction. 


Our practice depending more or less upon external condition, he states, 


for practical purposes, the following rule: ‘‘Laparotomy is to be per- 


formed in all recent cases of intestinal obstruction where the necessary 
advantages offered by a well equipped hospital are at hand; enteros- 
tomy or artificial anus where these advantages are not obtainable, and 
where the operative procedure is too long delayed, and where the 
general condition has consequently suffered, so that in all probability 
the patient will not bear a laparotomy.” —J/naug. Dissert. Dorpat., 1888. 
Geo. R. FOWLER (Brooklyn). 


VII. Fecal Fistula Cured by Intestinal Anastomosis. 
By Ropert ABBE (New York). The patient was in a desperate condi- 
tion from the effects of a fecal fistula, the result of a tear of the intestine 
during the removal of a small densely-adherent suppurating ovary— 
probably tubercular. On section, the intestines were found to be firmly 
matted together, and studded with tubercles. The intestine leading to 
the fistula was dissected out on either side of it for four inches, and cut 
squarely across. The ends were then turned in for half an inch, and 
closed by a continuous Lembert suture of silk. As it was impossi- 
ble to turn the ends in opposite directions, they were laid side by side 
split open longitudinally for an inch and three-quarters, nearly tu the 
end, and united with catgut apposition rings, with a half dozen reinforc- 
ing silk sutures outside. The entire wound was douched liberally with 
hot water, and a portion of the deeply adherent gut between the cut 
ends was dissected away; wound closed, except for a slight tamponade 
of gauze at site of fistula. On fourth day, temp. 102°; a mild purga- 
tive given; immediate improvement. Rapid convalescence. 

The rings alluded to above are made thus: 

A moderately heavy juniper cat-gut is wound closely on a test tube 
and soaked in hot water. Atter a while it is straightened out, wound 
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again loosely. and soaked in hot water once more until it ceases to 
twist. Eight or ten turns are now made with this gut, over two pins 
stuck in a cork two inches apart, making a bundle somewhat smaller 
than a lead pencil. This is tied at four places with fine silk, to se- 
cure the strands parallel while being wound around like a cable with a 
continuous piece of the same catgut. The end of the piece is secured 
by threading it with a Hagedorn needle, and transfixing the whole 
bundle obliquely with it at the place of finishing. Six stromg but small 
braided silk threads are now fixed to each ring, equidistant, on the 
face looking toward the other ring, which is to be laid against it. No 
knots are used. A needle pierces the ring between the strands, car- 
rying the thread which is drawn through all but eight inches, and wound 
once and a half around, sinking between the encircling catgut, pierc- 
ing the ring again, and is cut off. Curl the threads up between the 
oval, tie the rings tightly between two glass slides, so as to compress 
them; and preserve in alcohol. 

In using the rings, let each thread have its own needle. Pierce in- 
testine from within outward, less than a quarter of an inch from its 
cut edge. The ring should be laid on a damp folded towel, while the 
operator quickly pulls the threads through and passes the rings into the 
interior of the bowel. When the threads are tied and cut off, the appo- 
sition is perfect, but by a quickly made running suture outside all, a 
half inch of peritoneal surface is at once secured beyond the possibility 
of breakage. More than this is superfluous. 

In invaginating the end of the cut intestine after excision, one will 
delay a long while if he tries to turn in first one and then the other 
edge, and will also find the mesentery try to turn in after it on the at- 
tached side. Prevent this by turning back mesentery for at least half an 
inch from the end. Then, seizing both lips with toothed forceps, plunge 
them directly into the lumen. The entire edge follows, and, holding 
to them by the left index finger and thumb, a quick running overhand 
suture of the slit thus formed is made.—AZ@ed. News, June 1, 1889. 


Francis L. HAyYNks (Los Angeles). 
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VIII. Non-Strangulated Hernia. By MircHe.t Banks (Lon- 
don). The author divided non-strangulated hernia into two groups: 

1. Moderate-sized herniz. 

2. Very large and enormous herniz. 

This has been done because they are by no means on the same foot: 
ing either as regards danger to life from the operation or liability to re- 
currence of the rupture. In the statistics which he gave the terms were 
used in the following manner: 

By ‘‘quite sound” is meant that the rupture has never come down 
since the operation, that there is nothing in the way of a swelling to be 
felt or seen, and that there is no impulse on coughing. By “partial suc- 
cess’’ is meant that the rupture has slightly returned, or threatens to 
return if unsupported, but that, with the aid of a truss, the patient is in 
safety and comfort. In many of these cases no truss at all would keep 
the bowel up before operation, while after it support could be effectual- 
ly given. In every instance the patients placed in this category de- 
clared that they were in a distinctly better position after the operation 
than before it. By “complete failure” is meant that the rupture is as 
large and troublesome as before the operation 

Among the fifty-nine moderate-sized non-strangulated hernize two 
deaths are recorded. One was distinctly due to the operation. The 
other was doubtful, as the wound was all but healed, and there was no 
peritonitis or other lesion relating to the wound found after death. Of 
the sixteen very large and enormous herniz four cases proved fatal. 
Septiczemia killed two patients, and unsusp.cted abscess, bursting into 
the peritoneal cavity after the patient was walking about and deemed 
sound, proved fatal in another, while in one case the operation could 
not be completed. Of the twenty two cases of strangulated inguinal 
hernia, one an old man of seventy-seven, died from septicemia and 
bronchitis. Of the nineteen cases of strangulated femoral hernia, two 
died, one never recovered from the collapsed state in which she arrived 
at the infirmary, and another was moribund when admitted. ‘The sta- 
tistics of permanence of cure, showed that, of the one-hundred cases of 
moderate-sized non-strangulated and strangulated hernie combined, 


it has been possible to trace for very considerable periods seventy-seven. 
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Of these, forty-eight remain quite sound, seventeen are partial successes 
and twelve are complete failures. Of the sixteen cases of very large 
and enormous herniz it has been possible to follow up ten. Of these, 
five remain practically sound, though all requiring some support to pre. 
vent return; three are partial successes, and two are complete failures, 
He further remarked that removal of the sac was best because of its 
simplicity. He was himself inclined to operate upon those who could 
wear a truss; but, in any case, removal of the sac was essential and re- 
paired the irregularity of the peritoneum. He practiced stitching of the 
rings, but it was of less importance. Umbilical herniz contained so 
much adherent omentum and bowel that they were seldom suitable for 
operation. 

Mr. Thomas Bryant’s (London) experience of those cases in which 
the sac was removed was that they succeeded best. After kelotomy the 
operation could not be considered completed until the sac had been re- 
moved. Operations in children were to be avoided, except where a 
truss could not be worn. Opening the sac almost quadrupled the risk. 
In adult life, operation was unadvisable when a truss could be worn. 
Large herniz ought to be left alone; he had occasionally been obliged 
to operate upon them. but a truss must be worn afterwards. 

Mr. Kendal Franks (Dublin) agreed that an operation was neces 
sary in adults who could not wear a truss; also in adults who were ath- 
letes. A truss was a great detriment. He always, in operating, sutured 
the neck of the sac and the internal ring. The operation of twisting 
the neck of the sac could not be applied in cases where the cord was 
adherent to the sac. Strict antisepsis was essential to success, and good 
results were obtained either with silk or silver wire. His bias was in 
favor of operation. In forty cases he had had four returns. 

Mr. Edmund Owen (London) also was unable to speak definitely ot 
the results. He could only say that he was satisfied with the result of 
his operations up to the present. He had operated ona good many 
children, but he entirely agreed with Mr. Banks that children should 
not be operated on unless the hernia was absolutely beyond the con- 
trol of a truss; for it was an undisputed fact that, with a fair chance, 


children did ‘‘grow out of” their inguinal weakness. ‘The cases which 
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he preferred for operation were those of adults whose inguinal hernie 
were associated with an atrophied or an undescended testis. In such 
cases the surgeon should remove the useless gland without compunc- 
tion, and, having ligatured and pushed up the cord, should completely 
occlude with sutures the inguinal canal. The objection against the 
removal of the undeveloped testis was purely sentimental, for the gland 
was, almost for certain, of no physiological value. He did not believe 
in the surgeon being able to recognize, during the operation, the 
‘internal abdominal ring’ and the ‘conjoined tendon; at any rate, 
though he knew them in the dissecting room, he ignored them in the 
hospital. He thought that it mattered little in the permanency of cure 
whether the surgeon used silver, gut or silk for closing the canal; but 
he would ask Mr. Banks how he dealt with the sac of that variety of 
hernia which descended within the tunica vaginalis. He was 
satisfied to tie the funicular process high up, flush with the peritoneal 
wall, so as to leave no depression to invite the subsequent descent of 
the bowel; he then divided the process below the ligature, and removed 
an inch or so of the testicular part of it. He did not believe in the 
desirability of fashioning and suturing an artificial tunica vaginalis; all 
that might be left to nature. The point on which he specially desired 
to join issue with the author of the paper was as regards the subse- 
quent wearing of atruss. If the neck of the sac was obliterated and 
the inguinal canal thoroughly closed, no bowel should descend, and 
the truss, therefore, was unnecessary. He always opposed the use of a 
truss after the operation, for he had a strong opinion that the constant 
pressure of the pad went a long ways towards promoting the absorption 
of the plastic material which was thrown out in the neighborhood of 
the ligature and sutures, and the definite organization of which had a 
considerable influence in establishing the permanency of the cure.— 


Lancet, Jan. 5, 1889. 


IX. The Rapid Cure of Anal Fistula. By M Lonco (Paris). 
The author arrives at the following conclusions: 
1. The method ordinarily employed in the cure of anal fistula, while 


not entirely exempt from risk, necessitates constant attention for at 
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least thirty days, and predisposes to relapse. (2) From the employment 
of antiseptic precautions, a method of cure is possible in which the re- 
sult may be attained in a much shorter time. (3) These processes already 
employed with considerable success, consist essentially in the entire 
incision of the fistulous structure and the reunion by first intention 
of the outer surfaces. (4) Cure is ordinarily obtained within ten days. 
(5) The majority of fistula are amenable to the treatment, which is 
exempt from danger, which is usually not followed by relapse, and 
whose employment is not accompanied by any insurmountable diffi- 
culties, with a single exception of the rigorous application of the anti- 
septic method. (6) When the fistulae are united, accompanied by 
extensive development of pathological tissue, or when their rectal orifice 
is situated very high up, or when the fistula are accompanied by hem- 
orrhoids—then only is this method not applicable—Budletin General 
de Therapeutique, Nov. 15, 1888. 


X. CEsophagotomy for Foreign Bodies. By GEORGE 
FISCHER (Hanover). In connection with a case of cesophagotomy 
for foreign body in the cesophagus, the author completes statistics 
of 108 cesophagotomies (Deutsch Zeitsch Bd. xxv and_ xxvii) 
with 12 additional cases. The following points of interest in these 
cases are noted. In one case attempts at extraction before operation 
resulted in the breaking off of the end of the money catcher, causing 
subsequent difficulty in its extraction. The tuberculum carotideum of 
the sixth cervical vertebra was mistaken for a tooth plate and exposed. 
During the operation it was necessary to tie the arteria thyroid superior 
and inferior. In another case it was impossible after performance of 
cesophagotomy to dislodge the foreign body, which subsequently spon- 
taneously passed into the stomach and intestine. In five cases the 
cesophagus was stitched with catgut. For the open treatment of the 
wound, the iodoform tamponade was used. Kolaczek cauterized the 
wound, which was bathed in putrid pus with 5% chloride of zinc and 
then packed the same with iodoform gauze. Ina case of secondary 
hemorrhage from the mouth (Frew) the operator reopened the wound 
twice and at the second attempt tied the bleeding vessel in the wound. 
Deutsch Zeitsch f Chir., Bd. 29, heft. 


Henry Kop ik (New York). 








CHEST AND ABDOMEN. 289 


XI. Further Experience in the Operative Treatment of 
Perforative Peritonitis. By J. Mixuticz (Konigsberg). The results 
so far of the operative treatment of perforative peritonitis, however 
brilliant in single cases, are not as a whole, satisfactory. Not only the 
numerous failures, but still more the circumstance that the favorable 
termination depends in most cases less on our procedures than on 
accidents, fortunate, but beyond our calculation, show the present 
methods of treatment still contain gross and manifold defects. There 
is almost no doubt that by the operative interference many a patient is 
directly injured, 7. e. their death is hastened. It is but a poorconsola- 
tion to us that the said cases would have all ended fatally without ‘an 
operation. Consequently it is our task to determine the factors which 
in the present methods act injuriously. To secure a rational basis for 
this we must first of all study more closely the pathology of septic per- 
itonitis, divide the blended description heretofore presented of periton- 
itis in general, into a series of distinct types. For our purposes we 
must do this in two directions: 

1. With regard to the starting point of the peritonitis; it is clearthat 
for the operative therapy in the individual case an exact knowledge of 
the point of perforation is of the greatest value. 

2. With regard to the form of the peritonitis; Mikulicz distinguishes 
in agreement with other authors, two forms, which, while they may 
pass into one another, represent as a rule two essentially distinct types. 
The first form is the acute or peracute peritonitis following the immed- 
iate infection of a large portion of the peritoneal surface, e. g., where a 
quantity of the intestinal contents suddenly pours into the abdominal 
cavity through a large perforative opening. When death dves not 
result in a few hours under the symptoms of an intoxication, this form 
is characterized by a sanguino-serous or purulent-putrid thin fluid 
exudation of variable amount. The peritoneum is injected, at times 
covered by a thin fibrinous deposit. Firmer and more extensive per- 
itoneal adhesions are wanting. Mikulicz proposes to use exclusively 
for this form the term; diffuse septic peritonitis. 

In the second form, which runs acutely or subacutely, the peritoneum 


is at first only infected in the immediate vicinity of the perforation. A 
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fibro-purulent exudation is formed, which at the start excludes the focus 
of infection from the still intact peritoneum by peritoneal adhesions. 
The process successively spreads, whilst between the glued viscera 
larger or smaller quantities of purulent exudation are encapsulated; 
thus the inflamed portion of the peritoneum remains continuously separ- 
ated from the healthy, only that the limits are steadily spreading. For 
this form Mikulicz proposes the term: progressive, fibro-purulent 
peritonitis. 

The separation of these two forms Mikulicz considers important be- 
cause in his opinion the operative procedure must be_ essentially dif- 
ferent in each. In the first form the present method of freely opening 
the abdomen, finding and suturing the perforative opening, as well as 
disinfecting the whole peritoneum so far as possible, appears entirely 
rational. It is to be hoped that future experience will teach how to 
accomplish this in the most practical and yet uninjurious manner. 

In the second form this way would be wrong. The point is to pro- 
tect most carefully the adhesions limiting the infected peritoneum. 
Mikulicz is convinced that not a small portion of previous operations 
have failed because just these adhesions were freed, and thus the entire 
peritoneum given over to infection. It follows that in this form not 
the peritoneal cavity in its whole extent but each intra-peritoneal focus 
of exudation must be opened separately. On this principle Mikulicz 
operated the following two cases with success: 

1. A boy, et. 15 years, was suddenly attacked Nov. 15, 1888, with 
symptoms of peritonitis. Admitted to the surgical clinic Nov. 19. A 
peritonitis starting from the cecum was diagnosticated, and immedi- 
ately an intra-peritoneal pus-cavity located over the right crista ossis 
ilei opened. Nov. 20 the incision was lengthened along Poupart’s 
ligament to the rectus muscle. A second large cavity was opened and 
the perforated vermiform appendix resected. Nov. 29, incision over 
the left Poupart’s ligament. About one-half liter of stinking pus was 
discharged. Dec. 5 two cavities in the median line, each egg-sized, 
were opened. Dec. 17, opening of a larger abscess in the left pelvis, 
starting from the inner angle of the former wound. Complete re- 
lief from thenon. ‘The pelvic abscess was drained upward by caout- 
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chouc tubes, the remaining abscess cavities filled with iodoform 
gauze. 

2. Aman, et. 29 years, slender build, was attacked the beginning 
of June, 1887, with the symptoms of a perityphlitis; June 12, symp- 
toms of a peritonitis involving the lower half of the abdomen. Dis- 
charge of 100-300 cm. of stinking pus through an incision over the 
left Poupart’s ligament. June 12, discharge of about a liter of similar 
pus from the pelvis through an incision in the rectum. June 20, a pus 
cavity was opened over the right crista ilei and an anus preternaturalis 
formed, opening from a loop of the ileum. Although the symptoms 
of peritonitis now subsided in a few days, the patient recovered but 
slowly. Hence the cure of the anus preternaturalis was not under- 
taken until January, 1888. As the opening of the ileum into the cee- 
cum seemed to be impermeable, an ileo-colostomy was performed 
above the cecum. Since March, 1888, the patient has enjoyed un- 
disturbed health and presents a vigorous appearance. 

In the first case 6 intra-peritoneal pus-cavities were emptied through 
3 incisions, inthe second case 3 cavities by the same number of open- 
ings. In each case the openings were made at different times accord- 
ing as the separate foci became evident. The diagnostic indications 
were increased resistance and pressure-sensitiveness, dulness, an in- 
crease of the previously lowered bodily temperature. In doubtful 
cases an exploratory puncture was made. Moreover Mikulicz believes 
that fibro-purulent peritonitis does not spread as erratically as we may 
have heretofore supposed. Probably certain rules will be found even 
here. According to Mikulicz, the incisions must divide the abdomi- 
nal parietes where the pus cavity appears most prominent; they must 
not be too small. . 

Mikulicz advises not to sew them up, but to fill the cavities loosely 
with iodoform gauze, possibly putting in a caoutchouc drain. For 
washing out the abscess cavities use as indifferent fluids as possible 
(boric acid). The washing out must be done with extreme care (very 
weak current) lest the adhesions be ruptured. 

As to after treatment, he recommends keeping the bowels quiet by 


the free use of opium and suitable diet. Finally, Mikulicz says the pa- 
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tient should be kept under close observation until the abdomen is ev- 
erywhere soft and painless, the bodily temperature has remained nor- 
mal for several days, and the general feeling of we'l-being is com- 
pletely established.—XVIII Germ. Surg. Cong., Author's Report. 
Centbl. f. Chir., No. 29, 1889. 


XII. The Operative Treatment of Perforative Peritoni- 
tis. By F. Kornic (Goetingen).—In the discussion of the foregoing 


paper, Koenig mentioned the extensive and favorable results of Ameri- 


can surgeons in cases of traumatic perforative peritonitis. He also 
described a case of stabbing in the left inguinal region, admitted 15 
hours after the injury with distension and sensitiveness of abdomen, 
and vomiting. He enlarged the wound, let out turbid fibrinous fluid, 
and sewed up 4 punctures with 2 linear injuries of the gut wall. Ab- 
lution with warm water, reduction, closure of external wound with 
drainage. In 3 weeks patient was completely cured. 

Dr. Rosenberger (Wurzburg) reported a successful operation on a 
boy, zt. 12 years, moribund from perforative peritonitis. Incision as 
for ligation of left iliac artery. Discharge of stinking pus and a large 
fecal concretion. After holding patient so as to allow the pus fully to 
discharge drain and dressing were applied without irrigation. Cure. 

Dr. Wagner (Koenigshutte) had operated three times within a year. 
(1) For typhoid perforation in a reconvalescent woman; eventration of 
intestine, irrigation, suture of wound without drainage; cure. (2) For 
traumatic perforating peritonitis 18 hours after injury. Intestine per- 
forated at three points which were sutured. Irrigation. Putrid peri- 
tonitis already existed. Death in 14 hours under collapse. (3) Pow- 
erful man suddenly attacked with symptoms of ileus. Putrid peritoni- 
tis from perforation about a handsbreadth above the cecum. Suture 
of the opening. Result as yet uncertain—operated only a tew days 
previously. Wagner reduces the protruding intestines by a piece of 
iodoform calico pinned at the corners to the abdominal wall. 

Dr. Steltnzer (Dresden) reported two cases of round ulcer of the 
stomach in young girls, operated within 12 hours of the perforation. 
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Both were fatal, one from perforation of a second ulcer. Still he favors 
operating in such cases.—Centd/. f. Chir., No. 29, 1889. 


WILLIAM BrRowninc (Brooklyn). 


XIII. Laparotomy in Chronic Peritonitis. By L. Pro- 
CHOWNICK (Hamburg). The author is of the opinion that much of 
the success claimed for operative interference in tubercular peritonitis 
is attributable to errors of diagnosis, and that the same also applies to 
other peritoneal inflammations. Itis well known that the removal of 
small and benign abdominal tumors is sometimes extremely difficult 
owing to the presence of severe complicating lesions which had not 
been recognized before operation, and sometimes also in case of the 
expected tumor an encapsulated peritonitis is found. On the ground 
of these facts, we are justified in operating in all forms of chronic peri- 
tonitis when other measures have failed. 

The author has performed laparotomy in g cases of chronic peri- 
toneal inflammation. Four of these cases, in which tuberculosis was 
present, have been already reported by Dr. Spaeth. In the remaining 
five a correct diagnosis was only made in two cases, before opera- 
tion. 

Four cases were examples of chronic peritonitis and had their ori- 
gin in the pelvic tissues. No signs of uterine, tubal or ovarian disease 
were present, and gonorrheeal infection could be excluded. The cases 
were all characterized by adhesions of the omentum to the pelvic or- 
gans. These omental adhesions occur in many cases of acute pelvic 
peritonitis. and give rise to intestinal and gastric symptoms by inter- 
fering with the free movements of the omentum. 

These symptoms consist of nausea, vomiting, gastralgia, flatulence, 
abdominal distention, and, if the omentum is adherent to the pelvic 
viscera, rectal and vesical tenesmus, constipation alternating with diar- 
rhcea. Adhesion of the omentum to the generative organs gives only 
few symptoms, nausea and pain in the stomach after exertion, men- 
struation attended with cardialgia, pains radiating from the umbilicus 


to the labia. 


If this symptomatology be well studied the diagnosis of omental ad- 


hesion is as readily made as that of tubal or ovarian troucle. 








294 INDEX OF SURGICAL PROGRESS. 


Adhesion of the omentum to the parietal peritoneum is usually pres- 

ent but gives no symptoms unless there be a complicating hernia. 

The author’s cases also show that inflammation of the pelvic peri- 
toneum may give rise to chronic peritonitis with the formation of en- 
capsulated exudations, without the uterus, ovaries and tubes participat- 
ing in the disease except secondarily. In these cases the attempt was 
simply made to remove the chronic peritonitis and its consequences, 
and to leave behind the tubes and uterus as they only showed slight 
signs of disease. 

The attempt was entirely successful, the patients making a good re- 
covery and two becoming pregnant, though they had previously been 
sterile. 

The writer concludes that in chronic peritonitis, especially where ex- 
tensive omental adhesions exist and other measures have proved una- 
voidable, laparotomy is indicated. But the operator should be con. 
tent with removing the peritoneal lesions, and leave the uterus and its 
appendages unless they be markedly diseased. 

The importance of chronic peritonitis in producing many of the 
symptoms in cases subjected to castration has not been as yet recog- 
nized. Schroeder and Martin have successfully employed conservative 
treatment, and the latter regards the accompanying chronic peritonitis 
as the causative factor in the majority of cases of chronic oophoritis 
and disease of the tubes. Other observers have also called attention 
to the frequency with which chronic peritoneal and omental adhesions 
are found in secondary laparotomies, and their importance in the 
symptomatology of the case. 

This shows that we should distinguish the symptoms attributable to 
chronic peritonitis from those due to disease of the other organs, and 
try to prevent at the first operation the development of subsequent 
peritoneal trouble (adhesions). This can be accomplished by loosen- 


ing adhesions, avoiding strong antiseptics and astringent fluids in the 


abdominal cavity, removal of the contused omentum, strict toilet of 
the peritoneum, and the avoidance of opiates before and after the 


operation.— Deutsche Medicin. Wochenschrift, No. 24, 1889. 
F. C. Husson (New York), 
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XIV. A Substitute for Ligature of the Pedicle en masse 
in Abdominal Surgery. By L. A, Stimson, M. D. (New York), 
The author considers ligature of the pedicle en masse objectionable 
because (1) it is not always an efficient protection against hemorrhage 
and (2) the mass of tissue embraced by it and forming the stump is 
sometimes so large or so related that it can not be safely returned 
within the cavity and treated intraperitoneally, but must be fixed in the 
parietal wound to be cast off as a slough and thus necessitate healing 
by granulation with its delays and risks. The consideration which has 
impelled this dangerous plan seems to have been the supposed neces- 
sity of tying all divided tissues in order that all hemorrhage may be 
prevented, not only from the larger vessels but also from the minute 
vessels of the peritoneum and connective tissue. The author does not 
think that this necessity exists, and believes that this mode of ligature 
should be abandoned, except certain special cases, for that which is 
the rule in operations upon other parts of the body, the ligature of 
the arteries alone with the smallest amount of additional tissues, and 
every effort should be made to exclude the peritoneum itself from the 
grasp of the ligature. He considers preliminary ligature of the uterine 
arteries in continuity in supracervical or total abdominal hysterectomy 
a special and very valuable application of the substitution of isolated 
ligature of the vessels for the ligature ez masse. The capital point to 
be attended to is that the uterine arteries should be tied sufficiently 
low down in the pelvis before branches of any size are given off, to 
avoid the necessity of securing these branches later when they are 
divided. The advantages of the operation are: rapidity and ease of 
execution, absolute and permanent security against hemorrhage, relief 
from the necessity of creating strangulated stumps with the concomi- 
tant risks of setting up suppurative or septic processes, and immedi- 
ate closure of the abdominal wound. In cases in which it may be 
deemed desirable to retain the cervix, it can be entirely shut off from 


the peritoneal cavity by drawing the peritoneum together over it, and 


its raw surface and that of the subperitoneal space can be drained by 


a tube placed in the cervical canal and brought out through the va- 


gina. The paper includes the details of a case of supracervical hys- 
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terectomy in which the proposed method was satisfactorily practiced.— 
American Surgical Association, 1889. 
JAMEs E. Pitcuer (U. S. Army). 


XV. Cancer of the Cardiac Portion of the Stomach; 
Metastasis in the Right Lobe of the Liver. By Prof. C. A. 
Ewa.p (Berlin). The patient was a woman, et. 53 years, who was 
admitted to the Augusta Hospital, March 12, 1889. She was extremely 
emaciated, and palpation showed a tumor of the size of an apple in 
the right side; this tumor was slightly movable. Patient vomited all 
food undigested, even milk. Examination with a bougie revealed an 
impermeable stricture at the cardiac end of the stomach, which was 
undoubtedly of a cancerous nature. The abdominal tumor was sup- 
posed to be metastatic, either pelvic in origin or a dislocated@and car- 
cinomatous kidney. 

As the patient’s condition became rapidly worse, and it was found 
impossible to nourish her by enemata, gastrostomy was suggested, and 
performed by Prof. Kiister. The patient was fed through a canula in- 
troduced through the wound, and only small quantities of food could 
be introduced at a time owing to the contraction of the stomach, and 
from the fact that the canula is pushed against the posterior gastric 
wall. A tube was then introduced into the pylorus, and the food, pep- 
tonized milk, was poured directly into the intestine. Although as much 
as half a litre was retained in this way the patient succumbed to pro- 
gressive marasmus, 

The autopsy showed that a portion of the right lobe of the liver 
projected as far as the horizontal ramus of the pubes, being constricted 
above, at which place was seated a cancerous nodule of the size of an 
apple. The stomach was very small and its cardiac portion was occu- 
pied by a large carcinoma which extended posteriorly over the lesser 
curvature, and completely surrounded the cesophagus. 


The author recommends in cases in which the cancer involves the 


cardiac end of the stomach and the lower portion of the cesophagus, 


that after the performance of gastrostomy the food should be intro- 
duced directly into the intestine by means of a tube passed through 
the pylorus. Hence the fistula should be established as close as pos- 
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sible to the pylorus, for in these cases no gastric juice is secreted and 


nothing is gained by introducing the food directly in the stomach.— 
Deutsche Med. Woch., No. 23. 
F. C. Husson (New York). 


XVI. Exploratory Gastrotomy Followed Immediately 
by Median Laparotomy for the Removal of a Wooden 
Spoon Which had Perforated the Stomach into the Abdo- 
men. By M. Le Dentu (Paris). A man et. 21 years, while attempt- 
ing to imitate a sword swallower, passed a wooden spoon 26.7 cm. 
long into his pharynx, the handle first. It slipped from his hand 
and passed into the cesophagus. He suffered no inconvenience from 
the occurrence, and ate his ordinary dinner, after which, however, he 
experienced pain of great severity which increased until the sharp han- 
dle of the spoon perforated the gastric wall.. The next morning he 
walked to the hospital where the handle of the fork was felt by palpa- 
tion just above and to the left of the umbilicus; a half an hour later 
the author could not locate it. Believing it to be in the stomach, gas- 
trotomy was performed and the stomach exposed; careful examination 
through an incision in its wall showed that the foreign body was not 
present in its cavity. Further examination, however, discovered it in 
the abdominal cavity in the median line and extending from above the 
umbilicus down into the bony pelvis. In order to remove it readily a 
second incision was made in the linea alba, the spoon seized with for- 
ceps and readily drawn out. Thorough inspection failed to discover 
a point of exit for the foreign body either in the gastric or intestinal 
wall and the author believes that the irritation of the passage of the 
body kept t'1e muscular coats closely applied upon it during its exit and 
produced a rapid spontaneous occlusion of the perforation immediately 
afterward, and discussed the matter at considerable length. His own 
incision into the stomach, and both the hypochondriac and median ab- 
dominal incisions were closed and the patient passed on to recovery.— 


Revue de Chirurgie, April, 1889. 


XVII. Gastrotomy for the Removal of a Fork. By F. 
TERRIER (Paris). The point of particular interest in this case was that 
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the foreign body was extracted through a median incision. This in- 


cision appeared to the author much the easier and the most favorable 
for the examination of the stomach. It was very easy to free the fork 
through the stomach wall, to grasp them without touching an important 
vessel and draw them out so as to extract the foreign body readily. 
He sutured the mucous and serous coats separately and returned the 
whole into the abdomen, and stitched the abdominal wound as in ary 


laparotomy.— Société de Chirurgie de Paris, May, 1889. 


XVIII. Digital Divulsion of the Pylorus for Cicatricial 
Stenosis. By J. M. Barton, M.D. (Philadelphia). A woman, et. 
48 years, who had suffered from gastric ulcer, some years previously, 
presented a greatly dilated stomach; was accustomed to vomit one or 
two quarts of material at one time; articles eaten days and even weeks 
before could be recognized in the rejected material; the vomiting was 
not accompanied with nausea and did not affect the appetite; she suf- 
fered from obstinate constipation, and the ordinary purgatives had no 
effect. From these indications cicatricial stenosis of the pylorus was 
diagnosed, and the abdomen opened, under chloroform, by a median 
incision four inches long terminating at the umbilicus. The stomach 
was found directly under the cut, and the pylorus was hard and clearly 
contracted. An incision 1'/, or 2 inches long was then made through 
the healthy wall of the stomach and digital examination showed that 
the pylorus was contracted to about the size of a No. 10 French 
catheter, the margins being hard and fibrous. It was then gradualy 
dilated, first by a small uterine dilater, then by cesophageal forceps and 
finally by the operator’s index and middle fingers, which were separated 
about an inch, giving the pylorus a circumference of about 4!'/, inches. 
The wounds in the stomach and abdomen were then closed and the 
patient passed on to an uninterrupted recovery, milk in drachm doses 
being taken on the fifth day, and free diet being resorted to after a 
month. The paper presents a table of 25 cases and a discussion of 
the literature of the operation.— American Surgical Association. 


JAMEs E, PILCHER (U.S. Army). 
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XIX. Elastic Suture of the Liver. By Dr. Basacci 
(Macerat). At the last meeting of the Italian Society of Surgeons the 
author read a note on this subject. To obtain a complete checking of 
bleeding, after an incision has been made into the liver, it is necessasy 
to suture this organ, in such a way as to establish perfect adhesion to 
the affected surfaces. For this purpose elastic sutures are best. Not 
one single animal on which he has tried this method of suture has 
suffered from peritonitis or other infectious disease. These sutures 
with the elastic thread, allow a certain increase in size of the organ, 
without tearing the tissues. The extremities of the elastic thread are 
connected with the sutures by a silk ligature—MMed. and Surg. 
Reporter, June 1, 1889. 


XX. Splenectomy Following a New Febrile Infection 
due to a Special Bacillus. By Dr. D’Anrona (Italy).—The fol- 
lowing case constitutes what he thinks to be a new disease. A child, 
zt. 24 years, son of a physician, was attacked with a left pleurisy 
with effusion; he recovered, the exudation being absorbed. Two 
weeks after the disappearance of the effusion, a gastro-intestinal ca- 
tarrh, accompanied by jaundice, set in. The child recovered, but from 
this moment began a sub-febrile state, with a temperature that has 


° 


gradually increased from 100.2°, 102.1°, up to 104° Fahr. in the even- 
ing, the themometer marking 1co.2° in the morning. An examination 
of the abdomen gave evidence of a tumor of the spleen. The child 
was then taken to the country and for several days he became worse; 
the t hermometer in the evening went as farup as 105.4°; but on the 
thirteenth day the fever disappeared. 

During these stages of aggravation, the spleen was excessively hy- 
pertrophied; later the splenic tumor persisted, notwithstanding the 
general amelioration in the state of the patient, who was treated with 


quinine, arsenic and the mercurial preparations. When he was brought 


back to town, in a splendid house and in a most healthy locality, far 
from any malarial influence, he was again seized with fever, and one 
month after his return he still had a temperature of 101° in the axilla. 


His general state, however, remained good; he had a very good appe- 
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tite, ate a great deal, was on his feet, and walked even with a temper- 
ature of 104° Fahr. The fever was of the continuous type; it never was 
intermittent and was never accompanied by chills or sweats. The 
spleen, however, always increased in volume. An antimalarial treat- 
ment was then recommended, but it proved useless. The pulse was 
small and gaseous. The intellectual faculties were well preserved. 
All belief in a malarial influence had to be put aside; we had to 
deal with a special infection of the spleen, as this organ increased in 
size with the fever. The author proposed the extirpation of the 
spleen, which was so much hypertrophied and indurated that it reached 
down to the right iliac fossa. The operation was permitted, and on the 
same day on which splenectomy was performed there was a reduction 
of temperature to 99°; thena slight fever, reaching in the evening to 
100.2° and even 102° developed. The child ate well. Then super- 
vened a gastro-intestinal catarrrh, the temperature went up to 104°; 
then came a purulent otitis, with a temperature of 105.5°; the liver in- 
creased in volume, until it extended beyond the umbilical line, but de- 
creased in size afterward and returned to its normalsize. The child 
was at this time in good health for about five months, when he died of 
tubercular meningitis, which might have been transmitted to him by 
his father, who was then treating two patients suffering with the same 
disease. 

The extirpated spleen weighed as much as one-tenth the total 
weight of the body. An examination of the blood before the operation 
gave a negative result. The blood obtained from the spleen gave rise, 
eight days after the operation, to colonies of bacilli exactly similar to 
typhoid bacillus. Bacilli developed very rapidly on gelatin and water 
at the temperature of 64.4°; but on potatoes this bacillus proved abso- 
lutely sterile, which is an important point in the differential diagnosis 
from the typhoid bacillus. Inoculation of animals with this bacillus 
gave negative results! From these studies he infers that he had to 
deal with an infectious disease, not yet described. 

Dr. Ceci drew attention to the unexplainable relation which seems 
to exist between tumors of the thyroid body, spleen and tonsils, and 


menstruation. The following observations he made on a young wo- 
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man from whom he removed the spleen three years ago. Twenty days 
after the operation a hypertrophy of the thyroid gland developed; four 
months later the tonsils became very much enlarged and one had to 
be removed. Ten days after this last operation the goitre had disap- 
peared.— Med. and Surg. Reporter, June 1, 1889. 


XXI. A Comparison of the Various Methods for the 
Cure of Hernia. By C. H. Mastin, M. D. (Mobile).—This paper is 
an impartial review of the history of the treatment of hernia, presented 
for the purpose of initiating a discussion upon the subject. From com- 
parison the author finds that no fixed rule of procedure is established, 
and although the radical operation is a marked improvement, it can not 
be considered perfected, because the methods hitherto resorted to have 
not proved radical in results. The operation is ideally correct, but the 
question arises, whether, with the certainty of success, the risk justifies 
the operation; especially so if the circumstances of the individual are 
such that he can content himself with the use of a properly adjusted 
truss. 

M. H. Richardson (Boston) did not believe in advocating the radi- 
cal operation in trifling cases, but where it is necessary for any reason, 
his preference has been for the invagination of the sac as proposed by 
Macewen. In cases of strangulated hernia he dissects out the sac and 
stitches the ring, not using invagination. 

D. Hayes Agnew (Philadelphia) considers Barker’s operation the 
most philosophical, although he has tried about all the various proce- 
dures advanced. The classes proper for operation are two: (1) All 
cases of strangulated hernia and (2) those rebellious cases which can 
not be controlled by a truss and which place the lives of the patients 
in great risk. 

W. W. Keen (Philadelphia) believed that the operable cases were 
gradually receding beyond the limits set by Dr. Agnew and that we 
are tending progressively to include a large number of cases among 
those in which operation is justifiable. He prefers the open method, 
and would use either McBurney’s, Macewen’s or Ball’s.\—Am. Surg. 
Ass'n. 1889. 
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XXII. The Surgical Treatment of Gangrenous Hernia. 
By M. H. Ricuarpson, M. D. (Boston).—Opening his paper with a 
summary of recent views upon his topic, the author reports four cases 
of his own in two of which he treated the lesion by excising the gan- 
grenous gut. This method he strongly favors. The time required 
for it is short, not over an hour in his cases; the only other precaution 
required is the protection of the peritoneal cavity from the introduc- 
tion of septic material. The extent to be resected depends upon the 
amount of gangrene, a safe rule being to take an inch to the sound 
side of the constriction. The reasons for performing resection where 
the conditions are favorable are (a) that we have in successful cases a 
return to perfect health in a few weeks; (4) that we avoid the dangers 
and discomforts which accompany artificial anus as well as those from 
opening the intestines high up; and (c) that we do not have to subject 
the patient to the additional risk of secondary operations. He believes 
the sum of the dangers of the palliative operation to be fully as great 


as that of immediate excision.—American Surgical Association, 1889. 


XXIII. Surgical Interference in Acute Intestinal Ob- 
struction. By B.W.RicHarpson (London). The author concludes 
his paper as follows: 

1. Inall cases of acute intestinal obstruction the use of minor meas - 
ures, such as purgatives, enemata, galvanic irritation and massage, are, 
when judiciously used, correct up to the point of the appearance of vom- 
iting of matter of a distinctly feecal character. 

2. So soon as this symptom is established there should be no hesita- 
tion in opening the abdomen for the exploration of the obstruction and 
the attempt at removing it. 

3. Obscurity of diagnosis in regard to the seat and nature of the ob- 
struction ought not, in the presence of this special symptom, to prevent 
the resort to surgical interference, because sometimes what is inferred 
to be a complicated obstruction turns out to be an extreme- 
ly simple one; and, again, if the obstruction be complicate, it 
may admit of being relieved without any further serious danger to 
the patient than would arise from omitting the operation, since the 
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greater the difficulty the more urgent is the demand for interference, 
and the more certain the death if surgical aid be not afforded.—Asc/e- 
piad, May, 1889. 


XXIV. Intussusception of the Small Intestine. By G. H. 
Makins, F. R. C. S. (London). At the meeting of the Clinical Society 
of London, May to, 1889, the operator gave the notes of a case of 
intussusception of the small intestine. 

A female child 4 years old, under the care of Dr. Goodhart, was in 
the Evelina Hospital, suffering from whooping-cougn and broncho- 
pneumonia. On December 1, 1888, she complained of pain in the 
stomach and was sick at times, retching continually between the acts of 
vomiting. On December 2 the condition was worse, the child vomit- 
ing frequently, suffering attacks of paroxysmal pain, ‘and the bowels 
were confined. Chlorotorm was given and examination of the abdo- 
men revealed a tumor in the umbilical region. A rectal examination 
proved negative. Dover’s powder in three-grain doses was ordered 
every second hour. A normal action was passed after the rectal exam- 
ination, but there was at no time tenesmus or passage of bloody mucus 
and little distension of the belly. On December 3d the abdomen was 
opened, and after attempts at reduction of the invagination had failed, 
the tumor, involving about nine inches of the ileum, was excised be- 
tween ligatures and an artificial anus established. The child died two 
hours later of collapse. The special symptoms pointing to invagina- 
tion of the small intestine were alluded to, also the tightness of the ad- 
hesions present; as, even after removal and longitudinal section, they 
were with difficulty separated. The unsatisfactory nature of the results 
of the operation of laparotomy and reduction was noted, and it was sug- 
gested that in all cases where a short but careful examination showed 
that reduction would be difficult, the invagination should be excised 
between ligatures, and an artificial anus established at once. The ar- 
guments on which this suggestion was based were the unsatisfactory re- 
sults obtained, due in part to the prolonged character of the present 
operation; and, secondly, the fact that the bowel in fatal cases either 


remained paralyzed or the intussusception recurred. Were resection 
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resorted to early except as a last resource after prolonged attempts at 
reduction, the operation would be most materially shortened, and the 
patient would have a much betterimmediate chance of recovery.—Brit. 
Med. Jour., May 18, 1889. 


XXV. Laparotomy in Visceral Wounds.—By C. S. Briccs, 
M. D. (Nashville, Tenn.). The author concludes his paper by the fol- 
lowing general conclusions: 

1. That laparotomy for traumatism should be resorted to in the ma- 
jority of cases in which the existence of visceral injury is clearly estab- 
lished, the exceptions being such instances as from the great extent or 
necessarily fatal character of the wound, the possibility of recovery is 
absolutely precluded. 

2. That where doubt exists as to the presence of gastro-intestinal 
lesions, Senn’s insufflation method should be employed. 

3. That the median incision is best adapted for laparotomy in these 
cases, except in penetrating wounds received from behind or where it is 
evident that one of the immovable viscera has been injured at such a 
point as to render the necessary examination impossible through the 
opening provided bv the median incision. 

4. That inspection of the abdominal contents should be thorough 
and painstaking, even at the risk of added shock by prolonged search, 
though expedition in this, as well as in other parts of the procedure, is 
certainly to be recommended. 

5. That while it is unquestionably necessary for speedy repair in the 
approximation of visceral wounds to unite serosa to serosa, multiplied 
stitching is to be avoided, inasmuch as the nature of the reparative 
process in this class of wounds does not require such intimate closure; 
the advantage to be obtained thereby is more than counterbalanced by 
the loss of time, and a great number of stitches in itself constitutes an 
element of danger. 

6. That the continuous suture is the best adapted for nearly all in- 
testinal wounds, as it is the simplest, the most quickly made, and can 
be used in such a manner as to possess all the advantages of the Lem- 
bert suture. 
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7. That when wounds with great loss of substance or closely placed 
multiple wounds are met with, Senn’s approximation method by intesti- 
nal anastomosis may, when better understood, be substituted for re- 
section, now considered necessary in such complications. 

8. That the peritoneal toilet should be carefully made, and that the 
penetrating wound of the abdominal wall should be closed with as 
scrupulous regard for the care of the peritoneal injury at that point as 
at the wound in the median line.—Washville Jour. of Med. and Surg. 
May, 1889. 


XXVI. Gunshot Wounds of the Intestines. By T. A. Mc- 
Graw, M. D. (Detroit). The author has collated the literature of this 
subject with care, and has made a number of experiments upon ani- 
mals, from which, together with his own experience with the accident in 
the human subject, he has deduced his opinions. He considers that: 

1. The gravity of an injury of this kind depends partly upon the 
missile. 

2. Bullets which enter the abdominal cavity pass in a nearly abso- 
lutely straight line from the orifice of entrance through the peritoneum 
to that of exit, or to their final stopping place in the viscera. The author 
is inclined to think that the whole doctrine of balls glancing from soft 
tissues is a ‘fable founded upon imperfect observations and wrong de- 
ductions. 

3. An incision made directly in the course of the ball will give the 
shortest route to the injured parts. 

4. The contents of the bowel may be made to discharge through an 
open gunshot wound by manipulation and pressure. If such a wound 
will not act in this manner, it is because it has been closed by the ever- 
sion of the membrane or by the exudation of plastic lymph; in either 
case the wound would probably recover without suture if kept properly 
aseptic, provided that the bowels are kept perfectly quiet. 

5. An empty condition of the alimentary canal is most favorable to 
healing. 

6. Agglutination and limitation of the morbid process consequent 
upon gunshot wounds of the intestines may take place as early as the 


sixth day. 
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7. Senn’s hydrogen-gas insufflation should be used with great caution 
after the lapse of a few hours, since it might burst open spontaneously 
agglutinated wounds and make general a peritonitis which had become 
circumscribed. 

8. The dangers of an operation for penetrating gunshot wounds of 
the abdomen are directly in proportion to the length of the operation 
and the amount of evisceration. The operation may be shortened (a) 
by strictly limiting the examination of the visceria to such of them as 
may have been in the course of the ball; (4) by suturing wounds in the 
gut, whenever it is possible, instead of excising them, the latter severe 
operation being reserved for wounds that do not permit inversion and 
suture; (c) by omitting all operative measures,even suture,in all wounds 
which have become so occluded by plastic material that they are imper- 

ious to the contents of the bowel; (d@) when many wounds occur near 
together, by operating first on those wounds which imperatively demand 
it and leaving to the last those which may recover without operation; 
(e) by never eviscerating a patient except, first, when hemorrhage is 
extensive and uncontrollable, or, second, when there is evidently a dis- 
charging wound which cannot otherwise be found. 

g. In cases of gunshot penetrating wounds of the abdomen, in which 
patients may be evidently too weak to endure the radical operations 
for the repair of their injuries, efforts may be made to give them relief 
by, operations of less severity— Am. Surg. Asso., 1889. 

JAMEs E. PILCHER (U. S. Army). 


XXVII. Inguinal versus Lumbar Colotomy. By Harrison 
Cripps (London), The author had performed fifteen lumbar and, 
twenty-two inguinal operations with but a single death in each class of 
cases, giving a mortality of only a trifle over five per cent. He con- 
sidered the inguinal method vastly the superior. There were grave 
objections to the lumbar method, such as (a) the depth of the bowel 
in a fat subject; (2) the very limited space in which the surgeon had 
to work between the iliac crest and the last rib, which often made it 
difficult to find the bowel without some damage to the surrounding tis- 
sues; (c) the frequent difficulty in recognizing the color, so that num- 








CHEST AND ABDOMEN. 307 


erous mistakes had been made in opening the small intestine and even 
the stomach; (d@) and perhaps the gravest objection of all is the not 
infrequently abnormal location of the colon, making it quite impossible 
to find it by the lumbar wound. The inguinal operation on the con- 
trary was liable to none of these objections, there being plenty of room, 
the bowel could be absolutely identified, there was no tension on the 
stitches and little difficulty in finding an abnormal colon, and it also 
possesses the great advantages of enabling the abdomen to be explored 
and the site of the obstruction to be verified before opening the bowel, 
so that the mistake of being below the lesion could not occur. He 
had not found prolapse of the bowel more frequent in one class than in 
the other and by a little care it could to a great extent be avoided in 
the inguinal operation, and he had no hesitation in opening the bowel 
immediately in urgent cases. In operating, Mr. Cripps makes an in- 
cision two and a half inches in length crossing an imaginary line drawn 
from the anterior superior spine to the umbilicus, an inch and a half 
from the former bony point. He considered it a mistake to use too 
many sutures, thus causing unnecessary strangulation of the skin and 
preventing primary union. He considered the time of opening the 
bowel important and preferred to wait until the fifth or sixth day if all 
went well, but if the abdomen became distended or there was the slight- 
est vomiting, it should be opened at once. Firm pressure by a pad 
and several turns of bandage were very important for the first few days, 
for with any strain on the bowel, it was liable to burst away. The 
subsequent inconvenience arising from the new anus was but slight, the 
patient usually having a motion once a day with knowledge of when 
it was coming and with the power of controlling it by pressure. He 
believed that the inguinal method was the operation of the future and 
that the lumbar operation would be merely retained for a few cases of 
complete obstruction.—Zancet, May 4, 1889. 


JAMES E. PILCHER (U. S. Army). 
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I. The Treatment of Injuries of the Urethra and their 
Sequelz. By C. Hac er (Basel). This paper, in addition to a 
report of cases of injury to the urethra treated in the clinic of Socin also 
includes a series of experiments by the author on this subject. The 
paper is confined to the discussion of wounds caused by a lacerating 
force acting upon the perineum followed by subcutaneous rupture or 
contusion of the urethra. As is known (Bryant) they form 17% of the 
injuries of this part. The author, after giving an exhaustive literary 
review of the subject takes up his own experiments made upon eight 
dogs. In these animals incised wounds with sutures heal without com- 
plication. Incised wounds without suture heal leaving a larger cicatrix 
but no marked disturbance of function. Permanent catheterization is 
to be rejected. Contused wounds of the urethra with suture heal rap- 
idly and leave no functional disturbances. If contused wounds be 
allowed to heal without suture there results (as Roser also found in 
man) an adhesion of the urethral and cutaneous cicatrices and an 
increased calibre of the urethra at this point. Incised and contused 
wounds give rise to considerable hemorrhage from the posterior portion 
of the urethra.Arguing from these experiments the author,thinks that in 
man the principle of therapy should include a prevention of urine reten- 
tion with regularity in its discharge. Infiltration of urine and phlegmon 
are to be avoided; the torn extremities of the urethra are to be united 
as quickly as possible. If the contusion 1s marked and it is possible to 
introduce a catheter into the bladder, this should be done at regular 
intervals or a permanent catheter introduced. Vesical puncture and 
external urethrotomy are the alternatives. The external urethrotomy 
will be the choice in severe contusions. In these cases, Prof. Socin 
proceeds as follows: The focus of contusion is laid bare as soon as 
possible by an extensive perineal incision. The wound is thoroughly 
cleared of clots and urine. The posterior extremity of the urethra is 
sought for; this is not very difficult (it being the point of greatest hem- 
orrhage); the torn end of the urethra floats in the irrigating fluid. 
Primary intention is sought for by suturing the urethra. In subse- 
quent traumatic stricture of urethra Socin excises the urethral callus 
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and sutures the urethra including the whole thickness of the stricture 
with mucous membrane in the sutures. The author concludes that in 
addition to the principles above mentioned, the question of including 
or excluding the urethral mucous membrane in the wound sutures 
requires further study. The permanent catherization for 24 to 48 
hours is to be preferred to frequent catherization. The perineal wound 
should not be closed, inorder to prevent infiltration. The use of 
bougies is only permitted after complete healing of the wound. In trau- 
matic strictures including urethral and surrounding structures, forced 
dilatation or internal urethrotomy are of little use. The correct 
therapy can only be the removal of the diseased portion of the urethra. 
In the latter case an accurate urethral suture should follow as in the 
case of recent traumatisms.— Deutsche Zeitsch. f Chir., Bd. 29, heft 4. 


HENRY Kop.ik (New York). 


II. The Radical Cure of Deep Urethral Stricture. By E. 
L. Keyes, M. D. (New York). As as result of careful studies upon 
this subject the author concludes: 

1. There are three forms of organic deep urethral stricture: The 
superficial linear fibrous, with inflammatory and spasmodic complica- 
tions (which I call the soft stricture); the purely cicatricial fibrous 
stricture ; and the inodular stricture, in which there is development of 
inodular tissue over and above the true fibrous cicatricial element. 

2. Soft strictures are occasionally (but by no means always) capable 
of radical cure or dilatation—and the addition of mild electrolysis does 
not prevent this cure by dilatation. 

3. Pure linear fibrous stricture, especially if traumatic and occurring 
in patients who have never had gonorrhoea, may sometimes be radically 
cured by thorough longitudinal division of the stricture on the roof 
as well as on the floor of the canal, and by a maintenance of the cure 
for a moderate time by the occasional passage of very large sounds. I 
beg to reserve final opinion on this point for a future communication. 

4. Inodular stricture does not seem to be radically curable by this 
method. 


5. It seems possible that inodular stricture may be radically cured 
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by a total excision of all the morbid tissue, and suture of the healthy 
divided urethral ends; or, in cases where extensive loss of tissue makes 
such approximation impossible, by the transplantation (Wolfler’s 
method) of strips of mucous membrane derived from an outside source. 
—WN. Y. Medical Record, May 25, 1889. 


III. Absorbent Power of the Bladder. By Dr. TRicomi (Rome). 
The author read a paper on this subject before the Italian Society of 
Surgeons at its last meeting. He had studied the power of absorption 
of the bladder with the healthy and pathological epithelium, in rabbits, 
dogs and guinea-pigs. He used mechanical irritation, such as the in- 
troduction of a foreign tody into the bladder, to produce the epithe- 
lial alterations. The following are his results, taking as a comparison 
the absorption of the same substances by the hypodermic method of 
administration. 

In a bladder, having a healthy epithelium, the absorption is equal to 
that which takes place from hypodermic injection, with the following 
substances; sulphate of strychnine, medicinal prussic acid, chloroform, 
sulphuretted hydrogen. The absorption is less rapid for cantharidine, 
carbolic acid, corrosive sublimate, morphine, and especially for co- 
caine; for, to obtain in rabbits the same toxic effect as with one-half 
grain injected hypodermically, we must inject into the bladder from 
two to two and a half grains of cocaine. Again, if we inject putrefied 
liquids into a healthy bladder, we get no results. 

In cases in which the vesical epithelium is in a pathological state, 
absorption of substances of the first series—strychnia, hydrocyanic 
acid and chloroform—is the same as by the hypodermic method. The 
absorption of substances of the second series is less rapid than in 
cases in which the bladder is normal. Injections of micro-organisms 
has always been followed by positive signs of intoxication in a bladder 
the epithelium of which has been mechanically and chemically altered. 
In a bladder undergoing a suppurative process, the absorption ot 
gaseous substances is as rapid as after hypodermic injection; the ab- 
sorption of bacilli is also very rapid.—A/ed. and Surg. Reporter, June 


1, 1889. 
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IV. The Removal of Stone from the Bladder through the 
Dilated Prostatic Urethra, Vesical Neck and a Perineal In- 
cision. By Dr. LapLace (New Orleans). The author relates the case 
of a weakly man, et. 56 years, in whose bladder a calculus about the size 
of a chestnut was found by exploration. A perineal section was made 
upon a guide in the urethra and the incision, 14 inches in length, 
was continued within a quarter of an inch of the prostate. The guide 
was then withdrawn and the prostatic urethra and the neck of the 
bladder dilated by the use of successive sizes of Simon’s dilators, un- 
til two fingers could be passed into the bladder without difficulty. The 
stones were now readily located and removed. The external perineal 
wound was closed by two sutures placed at its extremities, and the 
case was thereafter treated as a simple external urethrotomy. ‘The 
patient passed on to an uninterrupted recovery. The author con- 
cludes that: (1) The operation is very simple, little more really than 
an easy external urethrotomy. (2) The prostatic urethra may be di- 
lated very greatly, with ease and with impunity. This is evident from 
the muscular structure of the prostate and from the great dilatation of 
which the uterus, which in the female corresponds to the prostate in 
the male, is capable. (3) Having now a safe means of access to the 
male bladder, free from danger to that viscus, there is no reason why 
we should not to a very great extent abandon the old methods of ex- 
tracting calculi from the male bladder, and employ instead this method 
by which calculi of any size may be removed with or without crushing, 
avoiding the serious risks of the older operations. Foreign bodies may 
be removed with especial facility and safety from the urethra and blad- 


der in this way.— ew Orleans Med. and Surg. Jour. June,, 1889. 


V. Papillomatous Tumor of the Bladder Removed by 
Supra-Pubic Cystotomy. By Henry O. Marcy(Boston). A man, 
et. 62 years, of sedentary habits, in good health until August, 1887, 
when he noticed for a few days blood in urine which disappeared with- 
out treatment. He remained well until the following May, when the 
urine again became bloody, attended with rather frequent micturition 


and occasionally the passing of blood clots, otherwise well. During 
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the summer the urine continued bloody with a distinct deposit of blood 
on settling. This slowly increased in quantity, often attended with 
great difficulty of urination owing to the passage of large clots. Not- 
withstanding medical treatment he grew gradually worse, until, when 
first seen in November, he was distinctly anemic, complained of some 
pain, attended with a frequent desire to micturate. The patient was 
above the average height, weight 140 pounds, abdominal wall thin, 
urine normal in quantity and of fair specific gravity, great increase of 
bladder epithelium, but no evidence of renal complication. The blad- 
der is distensable, the sound gives no evidence of foreign body in 
bladder, although the hemorrhage is much increased by the introduc- 
tion of instrument. Careful bimanual examination with finger in rec- 
tum gives no indication of tumor, or thickened bladder wall. Prostate 
not enlarged, urethra of normal calibre. Irrigation by means of a 
double rubber catheter, with water at temperature 110°, continued for 
half an hour, causes no perceptible lessening in loss of blood. This 
was persisted in twice a day for nearly two weeks, the time of irriga- 
tion being gradually extended to even two hours. Although of no 
especial discomfort it is doubtful if any benefit resulted. It became 
clearly evident that the patient’s life was in serious danger unless the 
hemorrhage could be controlled, and although the diagnosis was 
doubtful, it seemed extremely probable that the hemorrhage was due 
to a small papillomatous growth. While very desirous of examining 
the bladder with the cystoscope, at no time was the urine sufficiently 
free from blood to make it possible. December 6th, Dr. Marcy per- 
formed supra-pubic cystotomy. The bladder was distended with warm 
water and the penis compressed by a rubber bandage. After cutting 
down to the bladder, four stay ligatures of silk were introduced, be- 
tween which an incision was made long enough to admit two fingers. 
With the escaping fluid there floated into the lips of the wound a vil- 
lous tumor the size of a small egg. It was pedunculated, having its 
origin from the b&se of the bladder, the pedicle being about the size of 
the finger. This was ligated with catgut, applied with some diff- 
culty, material aid being rendered by two fingers of the assistant within 
the rectum. The extreme softness and vascularity of the tumor caused 
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apprehension of danger from subsequent hemorrhage, and conse- 
quently it was deemed wise to keep the wound in the bladder open. 
For this purpose and also to prevent extravasation of urine into the 
tissues, the bladder wall was stitched in continuous suture to the lips 
of the wound. Small sponges securely attached to strong ligatures 
were introduced into the bladder. The patient bore the operation well. 
The sponges were removed the second day and the urine remained 
free from blood. ‘The bladder was daily irrigated with @ very weak 
sublimate solution. Convalescence was speedily established. A com- 
press and pad were worn over the abdominal wound and within three 
weeks nearly all the urine passed through the urethra. The wound 
slowly cicatrized, leaving a minute opening which finally became per- 
manently closed in March.— ew England Medical Monthly, 1889. 
JAMEs E. PILCHER (U. S. Army). 
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Diez MIKROORGANISMEN DER MUNDHCEHLE. Von W. D. MILLER, Pro- 
tessor in Berlin. Leipzig. George Thieme. 1889. 


THE MICROORGANISMS OF THE MOUTH. 


This work of three hundred pages deals exclusively with the micro- 
organisms to be found in the buccal cavity, both in health and disease. 
The name of the author is already known to those interested in this 
branch of bacteriological research through his publications during the 
past few years in which he has contributed greatly to our knowledge 
upon these matters. For the convenience of those who are not con- 
versant with the mysteries of bacteriology the author has happily in- 
troduced a chapter upon the morphology and biology of the various 
forms of bacteria. The classification adopted is that of de Bary and 
the definition of the species and their mode of propagation is very con- 
cise, lucid and free from any confusing argumentative phrasing. To 
the uninitiated, therefore, the various chapters thus introduced cannot 
be confusing, while to the advanced student they can scarcely he said 
to be objectionable. 

The Koch methods of culture have apparently been adopted in these 
investigations though with some modifications called for by the special 
features of the subject. The author, finding that certain bacteria do 
not manifest themselves when placed at first upon gelatine plates, has 
adopted the method of first cultivating in agar-agar, thus obtaining 
bacterial growths which would otherwise escape notice if gelatine was 
adopted at the outset. The multitude of microbes found in the mouth 
are no doubt encouraged in their growth by the nature of the func- 
tions and the presence of certain material in this cavity. Aside from 
the cavities in teeth, the seat of diseases, the saliva,ymucus,desquamated 
epithelium and food particles all afford media of growth to these organ- 
isms. Their presence has long been a matter of commonplace fact, 
but it is only within the past few years that they have been the subject of 
more thorough painstaking study. The new impetus given to the 
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whole subject of bacteriology by the German school of savants and the 
new modes of culture upon solid media have no doubt simplified this 
subject to an astonishing degree. It is to be regretted, however, that 
in the very subject under discussion, the tendency of observers to mul- 
tiply the varieties of bacteria and name the same even after passing 
notice should have led to a very confusing collection of studies, each 
rather being a repetition of former work by other authors but not ad- 
ding anything thereto. Thus different authors have named the same 
organisms with different names. This has given us a hopeless con- 
fusion, rather than a perfection of knowledge. The accidental pres- 
ence of rare forms of cocci, streptococci, etc., are no doubt a matter of 
interest, but if we mistake not the constancy of habitation or growth is 
a point of cardinal importance in the Koch school. We are anxious 
to find the forms of bacteria which are invariably present in a disease 
and of influence in the same. Thus with the mouth it is no doubt 
interesting to describe all forms of yeast fungi from the atmosphere 
which may have strayed into the buccal cavity but these can scarcely 
be microorganisms of any moment in the processes which play their 
role either in health or disease in this cavity. Thus we will not appear 
to stray from the subject if we mention the work ot Escherich upon the 
intestinal bacteria in the new born and infant. Here out of the mass 
of extraneous microorganisms found in isolated cases only two forms 
are constant and have stood the test of time. This part of Escherich’s 
work will stand, the rest will be consumed by more advanced and per- 
fected methods. The author had deserved well of the profession if it 
had been only to classify certain constant forms of bacteria found in the 
healthy condition in the mouth as also those in certain carious condi- 
tions of the teeth. This he has done. ‘There are bacteria which can 
not be cultivated and those allowing of cultivation by the known 
methods. Those of non-pathogenic and those of pathogenic signifi- 
cance. ‘The above classifications have been adopted by the author. 
There are already in the literature of the subject seven forms of patho- 
genic microorganisms found in the mouth. To these micrococci and 
bacilli our author has added by his labors four new varieties the micro- 
coccus gingive pyogenes, bacterium gingive pyogenes, bacillus dentatis 
viridus, and bacillus pulpe pyogenes. ‘These have been met in dis- 
ease states of the teeth. Injected into mice they cause either abscess 
or death within a short period. Wounds of the buccal cavity have been 
known to result seriously from the infection of the wound with patho- 
genic microorganisms; osteitis, phlebitis, and death has been observed in 
four cases by Mosetig-Moorhof, caused by broken and inflamed tooth 
roots. 
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The author’s investigations upon caries of the enamel have led 
to the conclusion that we have a chemico-parasitic process. The 
enamel prisms are loosened by the acids produced by the fermenta- 
tion of carbohydrates. The prisms are loosened and either cast off or 
the microorganisms penetrate in the spaces between them, pry them 
asunder and disintegrate the remaining organic substance. The action 
of these bacteria is secondary to the action of the acid which they pro- 
duce. The bacteria do not affect healthy enamel in the absence of 
acids. ‘The cuticle of the enamel becomes at first involved with para- 
sites which cause it to become fissured and brittle. A perforation of 
such a cuticle shows the presence of myriads of these microorganisms, 
giving the whole a finely granular appearance. The caries of the 
dentine proceeds by an invasion of microorganisms in the direction of 
the canals. Some canals are invaded with cocci, others with bacilli, 
others have a mixed infection. As arule that species of bacterium 
which is capable, in its growth, of affording to the substrata a large per- 
centage of acid, and which has a high peptonizing power with limited 
access of air, will ceteris paribus have the greatest destructive power. 
The cement caries proceeds by a decalcification of a small zone of 
cement at the neck of the tooth and its subsequent invasion and dis- 
integration by microorganisms. The first stage of all tooth caries is 
therefore the production of acids by the fermentation of particles of 
food, the decalcification of the tooth substance by the acids, and the 
second stage the invasion and disintegration of the decalcified tooth 
substance by bacteria. The prophylaxis of tooth caries consists in a 
hygiene conducive to the best development of the teeth, the mechani- 
cal removal of food particles by cleansing, the avoidance of food having 
a compromising action on the integrity of the teeth, the use of antisep- 
tics. Among the antiseptics mentioned are sublimate 1-2500, salicylic 
acid 1-200 or 300. Listerine salve though agreeable is weak in action. 
Experiments of the author upon antiseptic fillings have led to the con- 
clusion that the copper amalgam filling has a strong antiseptic action 
on the walls of the tooth cavity and is very efficient in preventing 
secondary caries. 

The author reviews some of the mycoses of the mucous membranes of 
the mouth but in these chapters he has compiled the work of others 
or confessed our incomplete knowledge upon the same. There are 
finally some fragmentary remarks upon diphtheria, syphilis, actinomy- 
cosis. Some beautiful chromo lithographs illustrating the chromo- 
genic organisms found in the buccal cavity. 

Henry KOpLik. 
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AN ELEMENTARY TREATISE ON HuMaAN Anatomy. By Joun Lerpy, 
M.D., LL. D., Professor of Human and Comparative Anatomy in 
the University of Pennsylvania, etc. Second edition, re-written. 
8vo., pp. 993. Philadelphia, J. B. Lippincott & Co. 1889. 


The work of Prof. Leidy appears in the second edition, rewritten, 
as the author states, twenty-eight years after its first publication. 

On opening the book the clearness of the letter-press at once at- 
tracts the eye. Of the illustrations, which are numerous, all are ex- 
ceptionally good, except those in the section on osteology, which seem 
needlessly small. 

A distinctive feature of the work is the substitution of English equiv- 
alents for classical nomenclature. For example the evector spine is 
called the ‘dorsal extensor.’ We confess some doubt as to the ad- 
visability of this. It is true that technical synonyms are given as foot 
notes on every page, but it is an open question whether the reader is 
expected to connect them in his mind with the author’s nomenclature, 
or to defer this until he reads Gray or Quain. 

The scheme is proposed as an aid to the commitment of anatomy, 
yet until the medical profession ceases to be a learned one, it seems 
not too much to require of candidates for its privileges, the knowledge 
of its fundamentals in a language recognized as universal. 

However this feature of the work may be regarded, the excellence of 
the descriptive anatomy is not to be disputed. The style is direct, the 
diction clear. Good judgment has been shown in the selection of sa- 
lient features of subjects discussed, and their presentation is ina 
graphic style which years of lecturing has, doubtless, developed. 

As a preliminary to further study the book is admirable, and can be 
safely put by preceptors into the hands of their pupils. 


THE PHysIOLOGY OF THE Domestic ANIMALS. A text book for veter- 
inary and medical students. By Robert MEADE SmiItH, M.D., Pro- 
fessor of Comparative Physiology in the University of Pennsylvania, 
etc. 8vo., pp. 920. Philadelphia, F. A. Davis. 1889. 


The book before us is a pioneer in its chosen field and almost a ne- 
cessity. It is true that domestic animals have formed the basis of ex- 
perimental physiology, and have furnished the great bulk of facts 
whence the laws of human physiology have been deduced. Yet aside 
from foreign works on the subject we have had until now no system- 
atic treatise devoted to the study of their functions. 

So extensive is the scope of the work and so thorough is it in detail 
that space permits only a suggestion of its many features. 
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General physiology, special physiology and the reproductive func- 
tions are treated in as many parts. 

The first may be said to be cellular physiology and occupies one 
hundred and fifty pages in which the cell theory, as at present ac- 
cepted, is stated and discussed lucidly. The chapters on the origin of 
cells, their modification and general properties, including cellular 
physics and chemistry, combine the exactitude of science and the 
charm of ingenious theory; while fifty or more plates clearly illustrate 
descriptions necessarily technical. 

The second part, which constitutes the bulk of the book, considers 
first the nutritive functions. A general survey of foods and diet is 
followed by some two hundred pages on digestion. These are rich in 
comparative anatomy. ‘The digestive tracts ot the herbivora and car- 
nivora are compared, and relative changes as affected by diet are dis- 
cussed. 

In the sections on circulation and respiration, which follow, compar- 
ative anatomy again increases the interest of the subject. 

Graphic illustrations from Landois’ recent work aid in rendering the 
chapter on renal secretion clear. 

As is fit, the final section of this portion of the work discusses nu- 
trition. Chapter follows chapter in the consideration and elucidation 
of one of the most interesting problems of the day, viz., the chemistry 
of foods. 

Under the head of animal functions, the physiology of movement is 
next considered. After a succinct account of the physical and chemi- 
cal properties of muscular tissue, animal iocomotion is discussed, Es- 
pecial attention is given to the various gaits of the horse and the sub- 
ject is well illustrated by plates from instantaneous photographs which 
so revolutionized our ideas of motion when first made public by Muy- 
bridge. 

The chapters devoted to the nervous system are clear and concise. 
The localization of functions, that branch of physiology which has of 
late played so important a role in cerebral surgery, is ably treated in 
some thirty pages and is accompanied by several finely executed col- 
ored plates, which materially increase the value of the text. 

The work throughout is well balanced. Broad, through not ency- 
clopediac, concise without sacrificing clearness, it combines the es- 
sentials of a successful text-book. It is eminently modern, and al- 
though first in the field, is of such grade of excellence that successors 
must reach a high standard before they become competitors. 

W. H. Woopsury. 
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TRANSACTIONS OF THE AMERICAN SURGICAL ASSOCIATION. Edited by 
J. Ewinc Mears, M.D., Recording Secretary. Vols. V, VI, and 
VII. Philadelphia, P. Blakiston, Son & Co. 1887, 1888, 1889. 


These three volumes contain the papers read at the meetings of the 
association during the past three years. The discussions and papers 
cover nearly the entire field of surgery. The extensive paper of Senn 
on the relation of micro-organisms to injuries and surgical diseases, 
and Park’s account of his experiments with pyogenic bacteria, both read 
in 1888, touch upon bacteriology. Nerve surgery is represented by 
Dandridge on nerve-stretching in 1888, and the vascular system by 
Richardson’s papers on subclavian and temoral aneurism in 1887, 
Packard on innominate aneurism in 1888, and Lane’s case of simulta- 
neous ligature of both common carotids in 1889. ‘The surgery of the 
cranium is represented by Agnew’s paper on the medico-legal aspects 
of cranial wounds in 1887, and Keen’s three cases of cerebral surgery 
in 1888, while Dunnot on lingual hypertrophy, Gay on tracheotomy 
and Cheever’s case of sarcoma of the tonsil are contributed to the sur- 
gery of the neck. The kidney receives attention in the papers of Wil- 
lard on nephrectomy for gunshot wound, read in 1888, Homans on 
nephrectomy for renal cancer, and Tiffany on capsulotomy for ne- 
phralgia, both read in 1889, while the genito-urinary system was con- 
sidered also in Dennis and Packard’s papers on suprapubic cystotomy 
in 1887 and 1888, Van Derveer’s classification of vesical calculi in 
1887, and Maguire’s case of formation of an artificial urethra in pros- 
tatic obstruction in 1888. The joints were discussed in Ashhurst’s 
paper on excision of the large joints in 1888, and in Cabot’s article on 
anchylosis of the temporo-maxillary joints in 1889. The chest received 
attention only from Agnew in his memoir on the legal aspects of heart 
wounds, and from Gross on sarcomata of the breast, both in 1887. 
The abdomen, however, evidently represents a véty fashionable branch 
of surgery, for it is considered in no less than fifteen papers. Intes- 
tinal surgery was discussed by Nancrede, Kinloch, Warren and Keen 
in 1887, and by McGraw and Richardson in 1889. In 1887 McCann 
read a case of splenectomy. Bull treated of typhlitis and perityphlitis, 
Tremaine related a case of removal of the pancreas, Prince spoke of 
pelvic and abdominal drainage, and Mears presented a paper on ab- 
dominal section in perforating typhoid ulcer in 1888. Stimson gave his 
views on hemostasis of the pedicle, Barton discussed digital divulsion 
of the pylorus, Mears read a case of cholecystotomy, and Martin and 
Richardson wrote upon the operative treatment of hernia. Gynecology 
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was represented by Fenger’s paper on atresia vagine and Thompson’s 
article on vaginal hysterectomy in 1887, while Stimson’s case of supra- 
cervical hysterectomy appeared in 1889. General surgery was con- 
sidered by Prince in his paper on the aseptic and antiseptic manage- 
ment of wounds, in 1887, Pilcher on the antitubercular power of iodo- 
form in 1889, Reeves on shock in 1888, Watson on chloroform narcosis 
in 1887, Weeks on drainage and drainage tubes in 1889 and in Tiffany’s 
interesting comparison of the surgical diseases of the white and col- 
ered races read in 1887 and his consideration of the influence of preg- 
nancy in operative surgery in 1888. 

A number of these papers have appeared from time to time in the 
ANNALS OF SURGERY and the majority of the remainder have been 
given in abstract in our Index of Surgical Progress, so that the readers 
of this journal are already informed as to the views advanced in them. 
In anumber of instances the value of the papers is decidedly en- 
hanced by the remarks of other members of the association in discuss- 
ing them. The mechanical work upon the volumes is of an excep- 
tionally high order and in every way they are distinctly a credit to 
American surgery. James E. PILCHER. 

















THE CURE OF HEMORRHOIDS BY EXCISION AND 
CLOSURE WITH THE BURIED ANIMAL 
SUTURE.’ 


By HENRY O. MARCY, M.D., 
OF BOSTON. 


; 1E recent discussion upon the surgical treatment of hem- 

orrhoids, pnblished in the Mew York Medical Journal, 
evoked by a late paper of Mr. Whitehead, of Manchester, 
England, is both timely and interesting. 

The modifications of surgical procedure, based upon asep- 
tic measures, mark the present as the era of surgical revolu- 
tion, to which the surgery of the rectum should offer no ex- 
ception. 

Few of the minor surgical diseases cause so much suffering 
and present tothe general practitioner such constant repetition 
of complaint, and in return for advice rendered, none are more 
appreciative and grateful than are the cured sufferers. 

The teachings of the text-books, with few exceptions, offer 
little improvement upon the methods of our fathers. The 
advocates of the ligature perhaps equal those who claim supe- 
rior advantage to be derived from the use of the clamp and 
cautery. Although, resulting from the use of either, a perma- 
nent cure is generally obtained, I am constrained to believe 
that both are radically defective and should be relegated to 
the history of surgery. While it may be conceded that the 
general practitioner is, in a measure, familiar with the patho- 
logical conditions pertaining to hzmorrhoidal disease, it is 
well to keep ever in mind that the blood is carried directly to 
the part with the arterial impulse, through short branching ves- 
sels,and then in turn is received from the capillaries into an 
extraordinary net-work of veins which empty through the infe- 


‘Read at the meeting of the New York Medical Association, New York, SeP 
tember 27, 1889. 
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rior mesenteric into the portal system. These veins are en- 
tirely without valves. To this, in certain measure, has been 
attributed by various authors, from Boerhaave and Morgagni 
to the present time, as cause why quadrupeds are not sub- 
ject to hemorrhoidal disease. I take pleasure in calling at- 
tention toa recent most interesting and learned article upon 
this subject by Dr. Bodenhamer'. It seems, however, a just 
criticism that the weight of the venous column alone acts only 
in avery subordinate degree, as a predisposing cause, although 
manifestly an important factor, after the blood current be- 
comes greatly retarded in the oftentimes enormously dilated 
hemorrhoidal veins. Were the cause to be found in this pe- 
culiar distribution of the portal circulation, the upright posi- 
tion of man would make this condition the rule, rather than 
the exception, and it would be indeed extraordinary to find 
the varicosities limited to the hemorrhoidal plexus and lying 
almost entirely external to the sphincter muscle. Oftentimes, 
however, after the pathological condition has become well es- 
tablished the current through the ectasic vessel is so greatly re- 
tarded by the weight of the blood column in the erect posi- 
tion that most invalids learn to seek relief from change of pos- 
ture. 

Anatomists emphasize, in the normal condition, the large 
number of hemorrhoidal veins and their comparatively large 
size. 

In relation to the surrounding pelvic organs, they occupy a 
dependent position and their only support is derived froma 
loose network of connective tissue. It is apparent that the 
anatomy of these thin-walled vessels, their relation to the sur- 
rounding parts, and their physiological function furnish, as it 
were, a predisposing cause of disease. To this very probably 
may be added individual structural weakness, as is often exhib- 
ited in persons with thin-walled veins of the lower extremi- 
ties. It has long been recognized that the varicosities of the 
hemorrhoidal vessels, which are probably wanting in the 
lower animals, are comparatively rare inthe savage races, and 


1“Are Quadrupeds Subject to Hzmorrhoidal Disease?” Mew York Med. Jour. 
Jan. 12, 1889, p. 39. 
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become in a considerable ratio, a more and more constant fac- 
tor in the sedentary occupations pertaining to modern civiliza- 
tion. A great variety of pelvic diseases in the female, and the 
genito-urinary diseases in the male, complicated with constipa- 
tion, are in a large measure active causes. 

The rectum may be viewed as a convenient cess-pool for 
the more or less constant reception of the waste and worn-out 
debris of the alimentary canal, which is ever poured into it in 
amore or less fluid state. The curves of the lower bowel, 
from the sigmoid flexure downward, are an evident design, in 
part at least, to vary the support of the weight of the column, 
and are admirably adapted to deflect and equalize the pres- 
sure. Tostill further aid, that portion grasped by the sphincter 
ani is firmly held in the levator loop, and by it is carried upward 
and forward, thus taking the weight of the mass, in large 
measure, off from the anal outlet. When the rectal contents 
remain sufficiently soft to produce everywhere equable pres- 
sure, the circulation is comparatively little disturbed, and de- 
fecation is accomplished with very little muscular strain. Let 
retention of the contents with absorption of the fluid portion 
go on until the molding process becomes one of difficulty, 
and the reverse is true. The over-loaded rectum produces 
pressure upon the venous return current, reflexive nervous irri- 
tation supervenes, a hyperesthetic state follows, with increased 
tension of the sphincter ani; pari-passu a cellular infiltration 
goes on in the loose connective tissue of the parts, as the re- 
sult of the venous congestion, and the irritated nerves contin- 
ually repeat the telegraphic messages of pain and suffering. 

Although the pathological conditions above described pro- 
duce by far the larger part of suffering ascribed to so-called 
“piles,” we must not forget that there are other diseased con- 
ditions which may be confounded with the above. Small 
fleshy masses about the verge of the xnus, sometimes called 
condylomata, are of easy distinction. ‘shey have nothing what- 
ever to do with the hemor-hvidal veins and are changes in the 
cellular structure of the skin, or mucous membrane, and may 
be the result of friction, or erosion, arising from a variety of 
causes. The so-called villous tumor of the rectum is of suf- 
ficient frequency to be held in consideration. It is not unlike 
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the villous growths of the bladder and other mucous surfaces. 
Its extraordinary vascularity commonly reveals its presence, 
because of hemorrhage, and unless differentiated, it will be 
diagnosticated as a bleeding pile. The soft mucous polyp 
of the rectum is an adenoid structure of close relationship to 
the villous growth, and is sufficiently often the cause of suf: 
fering to be kept in mind. 

Mr. Whitehead, of Manchester, already referred to, very 
properly emphasizes the pathological conditions described 
above, and insists upon it that the extraordinary dilatation 
which the veins often undergo can be learned only by the dis- 
section of the living subject. My own attention was called to 
this many years ago in finding how very commonly the hem- 
orrhoidal veins were enormously dilated in the female who 
had suffered laceration of the perineum. 

However, where the laceration was complete, the ectasic 
vessels were wanting, although the mucous membrane of the 
rectum under these conditions is often seen as a soft, project- 
ing reddish tumor. From this it would seem safe to infer that 
the sphincter constriction, with the changes incident upon the 
retention of the rectal contents, acted as the cause of the 
dilated vessels rather than the superincumbent weight of the 
portal column of blood. 

When the venous plexus of hemorrhoidal vessels has be- 
come pronouncedly varicosed, they have as a covering the lax 
submucous tissue of the rectum close to the anus, and when 
put on tension are protruded asa ring of transverse ruge round 
the anal aperture. Certain of the ruge are developed into 
rounded protuberances and sometimes even into fungoid 
tumors of considerable size. Blood stasis often occurs pro- 
ducing induration, and suppuration may supervene. The 
veins sometimes rupture into the connective tissue and changes 
follow which result in tumors of various size, color and den- 
sity; so called external piles. 

The straining caused by defecation, or the gentle pressure 
of the finger from above downward, will frequently cause soft, 


bluish, exquisitely sensitive grape-like masses to protrude— 
internal piles. The mucous membrane covering these is fre- 
quently congested and abraded so that a more or less continu- 
ous hemorrhage ensues. 
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The method for cure of hemorrhoids by the ligature, applied 
with slight modifications of details, has been considered the 
safest, and most manageable procedure. The projecting 
tumors having been well drawn down are usually transfixed 
with a curved needle, armed with a double ligature, tied firmly 
in halves and a portion of the strangulated mass excised. In 
this way all the hemorrhoidal tumors are ligated and the mass 
is returned within the sphincter. This was the favorite opera- 
tion of the late Dr. Van Buren of New York and his followers, 
and has at present, in Mr. Allingham, the famous English sur- 
geon, its most distinguished advocate. The use of the ligature 
applied to cause necrosis of tissue, and then allowed to remain 
in the wound, is open to the same general objections which 
have caused its abandonment for the constriction of the large 
vessels. Sloughing necessarily supervenes, which means 
always an infected wound, and exposes the patient to the same 
dangers, although perhaps less in degree, as infected wounds 
in any other part of the body. 

That this is not an hypothetical criticism there is abundant 
proof. The stoutest advocates of the ligature admit that ab- 
scesses, general septic poisoning, and other dangers, as secon- 
dary hemorrhages, are not wanting in the experience of the 
most careful and practiced surgeons. 

Were it necessary to adduce proof of the above statements, 
quotations could easily be given. Although these dangers are 
decidedly exceptional, making the operation a comparatively 
safe one, I cannot doubt the experience of many whom I am 
addressing could be added in corroboration of my personal 
testimony. Growing out of the dissatisfaction resulting from 
such experiences, the use of the clamp and cautery came into 
vogue and has been especially popularized by the distinguished 
surgeon, Mr. Henry Smith, of London. 

This procedure I early adopted in my own work, and en- 
thusiastically advocated its use for some years. Its advantage 
over the ligature lies chiefly in that the primary wound is asep- 
tic, while by the time the slough is ready for separation the 
subjacent tissues are fairly well protected by an abundant pro- 
liferation of granulating tissue. In my own experience the 
suffering produced, by the burning, which is especially painful, 
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if any of the external tissues are involved, renders it decidedly 
objectionable, while all wounds produced upon any of the tis- 
sues of the body by the cautery are invariably slow of repair. 
I am of the opinion that the results which I have ob- 
tained after the use of the cautery have been gen- 
erally more satisfactory than with the ligature. Hzmorrhages 
are reported to have occurred secondarily, and it is claimed 
that contraction is much more common than after the use of 
the ligature. 

It may be accepted that the use of the cautery, except per- 
haps in certain conditions in uterine cancer, has been very 
generally relegated to the past. Even in cancer of the uterus 
it finds fewer advocates than formerly. Certainly bleeding 
can be controlled without its use, and it may be considered as 
questionable if deep burning is safer than the deep cutting of 
any tissue. 

Certain crushing instruments have been devised to be used 
either with or without the ligature for the purpose of produc- 
ing more rapid necrosis of the tissues involved. The advan- 
tage claimed for simple crushing instruments is the avoidance 
of hemorrhage, but onthe other hand some operators report 
that hemorrhage has followed their use. Theoretically, crush- 
ing seems to me to offer very doubtful, if any, advantage over 
the use of the ligature, and as with the ligature must produce 
aseptic wound. Therefore I discarded it without trial. 

There remains to be considered the cure of hemorrhoids by 
the chemical action of certain medicaments injected into the 
parts. Few of the modern methods of surgical procedure met 
the enthusiastic trial and received more speedy adoption than 
this, the so-called carbolic acid treatment of piles. It had 
much to warrant its acceptation; carbolic acid of itself was 
then believed to be the chief of antiseptics; rapidly coagulat- 
ing the blood and the albuminoids, there was little danger of 
poisoning from its absorption. Variously combined with mor- 
phia, cocaine, etc., little pain followed its use; patient and 
physician were alike enthusiastic. At present it appears, how- 
ever, that the general consensus of surgical opinion is that the 
result is, in large degree, disappointing. When the stronger 
preparations are used causing necrosis of tissue, no matter how 
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carefully injected, not seldom the tissues desirable to be re- 
moved fail to be acted upon, while those that should be re- 
tained are destroyed by the sloughing. The explanation is 
that the fluid introduced into the loose meshed connective tis- 
sue escapes beyond the extraneous part. When weaker prep- 
arations are used, even after many repetitions of the injections, 
the hemorrhoidal vessels remain comparatively little changed. 
The method of cure by injection is also sometimes objection- 
able and even dangerous from secondary results. It is only 
recently that I have seen a young and otherwise healthy man 
rendered seriously ill with fever and general septic poisoning 
supervening upon the injection of hemorrhoids, at the hands 
of one of our most distinguished experts, where the connective 
tissue surrounding the anus remained for some days cedema- 
tous, reddened and painful. 

After this somewhat hasty but, I trust, judicial and dispas- 
sionate criticism of the above methods, it may be asked if any 
safer and better treatment can be offered for the cure of ham- 
orrhoids. There remains for us the discussion of Mr. White- 
head’s operation for cure by excision. This I do not hesitate 
to accept as a distinct step in advance of the methods previ- 
ously discussed. We have seen that the vessels are frequently 
so deformed as to fail entirely in the original purpose for which 
they were designed, and the end sought to be attained by all 
the previous methods is their destruction and removal. The 
real objection to dissection has been the fear of hemorrhage, 
and as a means to obviate this, both the ligature and clamp 
and cautery were devised. Mr. Whitehead has clearly shown 
us that his method of dissection is safe, that the hemorrhage 
is not excessive and a rapid cure results. It is certainly sci- 
entific in that, by a clean dissection, the parts desirable to eli- 
minate are removed. The free edges of the divided tissues 
are stitched together, followed usually by primary union. Mr. 
Whitehead’s method is best given in his own words’. ‘By the 
use of scissors and dissecting forceps the mucous membrane is 
divided at its juncture with the skin round the entire circum- 
ference of the bowel, every irregularity of the skin being care- 


‘Brit. Med. Jour., Feb. 26, 1887. 















328 HENRY O. MARCY. 


fully followed. The external and the commencement of the 
internal sphincters are then exposed by a rapid dissection, and 
the mucous membrane and attached hemorrhoids, thus sepa- 
rated from the submucous bed on which they rested, are pulled 
bodily down, any individual points of resistance being snipped 
across, and the hemorrhoids brought below the skin. The 
mucous membrane above the hemorrhoids is now divided 
transversely in successive stages, and the free margin of the 
severed membrane above is attached, as soon as divided, to 
the free margin of the skin below by a suitable number of su- 
tures. The complete ring of pile-bearing mucous membrane 
is thus removed.” 

Mr. Whitehead very wisely emphasizes thoroughly paralyz- 
ing the sphincter by digital stretching. The bleeding vessels, 
which are small and easily seized, are immediately twisted 
upon division. The sutures are of carbolized silk and inter- 
rupted. 

The criticisms that followed the presentation of Mr. White- 
head’s paper, read at the meeting of the British Medical Asso- 
ciation in 1886, were for the most part favorable. 

Dr. Cousins emphasized the importance of the ring ot liga- 
tures which he so carefully applied round the anus, as the real 
protection against hemorrhage. 

Dr. Kelsey, of New York,’ however, criticises Mr. White- 
head’s methed “as a naturally difficult, tedious and bloody 
operation,” and that no essential change has been made in the 
guiding principle. He claims that Mr. Whitehead does not 
give results in sufficient detail to enable us to judge of the 
points necessary for decision. Dr. Kelsey reports with much 
greater approval the experience of Dr. Weir in six cases of 
Whitehead’s operation. He admits that Weir’s experience 
shows results better than those obtained from the use of the 
ligature, but Dr. Kelsey, who seems never to have done White- 
head’s operation, expresses a distinctive preference for the 
clamp and cautery. 


1New York Med. Journ. Dec. 8, 1888, p. 626. 
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To these criticism Mr. Whitehead makes emphatic answer." 
To the charge that his operation is “‘a difficult one, he says, 
that young surgeons have repeatedly assured him that they 
do not find the operation difficult, and that he is satisfied that 
it is an operation which can easily be performed by any sur- 
geon possessing average skill and intelligence. 

That it is tedious, he declares that ‘in an average case it can 
be completed in ten minutes. 

That it is bloody, he states “that it is never excessive, hemor- 
rhage, such as I meet with, may very well take a subordinate 
position to other and more important considerations involved 
in the operation.” Mr. Whitehead’s experience at the time of 
reading his paper, included 300 cases of operation, certainly 
sufficiently ample upon which to base deductions and which 
entitle his opinions as worthy of the highest consideration and 
respect. He clearly demonstrates that hitherto the profession 
have far too greatly feared the dangers of hemorrhage, seem- 
ingly the sole cause of objection to the dissection method. 

It does not seem hypercritical to take exception to Mr. White- 
head’s definition of the diseased condition, as a “pile bearing 
membrane” which he emphasizes should be removed. The de- 
formed ectasic hemorrhoidal plexus is the important patholog- 
ical factor and the other changes which ensue are entirely 
secondary and comparatively unimportant. 

Supervening upon the operation the collateral circulation is 
speedily restored. The criticism that the minute venous radi- 
cles may be considered as rudimentary piles, although in a 
sense a quotation is scarely just to the author who plainly con- 
siders them as a part of the dilated plexus of vessels, already 
existing, only subordinated by the larger growths. These left 
behind all know are often a source of trouble. 

The conditions which pertained at the begining as the active 
cause of the disease may again reproduce disease but certainly 
rarely evinced by a large plexus of dilated veins appearing as 
hemorrhoidal tumors. 

About ten years ago I operated upon two cases of prolapse 
of the rectum, by first, before resection, entirely encircling the 


1Whitehead’s operation for hemorrhoids, VW. Y. Aled. Jour. Feb. 23, 1889. p 207. 
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prolapsed parts with a row of continuous, double tendon sutures. 
From the good result obtained in these, I was led to apply the 
same method to the case of the ring of the dilated haemmor- 
rhoidal vessels before resection. For some years this method 
has entirely superceded all others in my practice, and it has 
been repeatedly demonstrated to members of the profession 
with their distinct approval. The results of my experience in 
the use of the buried tendon suture in the cure of hemorrhoids, 
I incorporated in a paper read at the meeting of the American 
Medical Association in May, 1888, and afterward published’ in 
the Journal of the Association. 

On account of its simplicity, safety, and exceptional result, 
after abundant experience, I do not hesitate to offer my method 
to the profession as possessing distinct advantages in the treat- 
ment of this troublesome disease. Care must be taken pre- 
vious to the operation to have the large intestine thoroughly 
emptied by a cathartic and usually a large injection is given a 
few hours before operation. The patient is etherized, placed 
in the lithotomy position, the limbs supported by the Clover 
crutch, or some modification ofit. The parts are thoroughly 
cleansed by a sublimate solution, as in other operations. The 
digital dilation of the sphincter is carefully made until the 
muscle is paralyzed. The rectum is then washed with the sub- 
limate solution, care being taken that none of it is allowed to 
remain. A considerable pledget of wool, into which iodoform 
has been freely dusted, is placed in the rectum. All the sub- 
sequent stages of the operation are carried on under irrigation 
with a mercuric solution. Along the line of the juncture of 
the mucous membrane with the skin, either with a sharp knife, 
or with scissors, division is made from the central line poster- 
iorly from below upwards on both sides to the meridian line 
above. Witla little care this division is made without injury 
to the plexus of vessels. The loose connective tissue fascia is 
easily separated by the finger, or a blunt instrument, quite 
deeply, cutting any connective tissue bands which may appear. 
The mucous membrane is separated from the plexus in a 
somewhat similar manner. 


'The Surgical Advantages of the Buried Animal Suture. The Journal of the 
American Medical Association, July 21, 1888. 
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The deformed hemorrhoidal plexus is thus separated from 
its surroundings except at its base. A needle with eye near 
the point is threaded with a tendon introduced posteriorly be- 
hind the mass, and withdrawn; again threaded with the extern- 
al end of the suture it is carried about one-third of an inch 
from its first introduction, unthreaded, threaded with the oppo- 
site end and withdrawn. This stitch resembles that taken by 
the shoemaker drawing the waxed end of his thread from 
opposite directions through the hole made with the awl. 
In this way the entire base is encircled by a line of 
deep, double, continuous sutures. As will be observed, 
this is the same stitch that I have used for many 
years in the co-aptation of the deep parts by the buried 
suture, as in the closure of the canal in hernia, in sewing off the 
pedicle of abdominal tumors, and in perineorraphy. The advant- 
age derived from this manner of sewing, is that an even contin- 
uous compression is secured from which it is impossible for 
any tissue to escape. The stitches are not drawn too closely 
since they are used to protect against hemorrhage, and not to 
produce necrosis of the enclosed parts. With scissors dissect 
away the hemorrhoidal plexus just above the line of sutures. 
The mucous membrane is now stitched by a continuous tendon 
suture to the line of division first made through the skin. This 
may be done either with the over and over stitch, or that which 
I have more recently learned to prefer, a running blind stitch 
taken from side to side from within outwards,which also buries 
the external line of sutures. In this way it will be observed 
that there are no stitches left in sight, that the divided edges 
are evenly and accurately approximated, restoring the parts to 
their normal condition. The wound is then carefully dried, 
dusted with iodoform and oftentimes still further protected by 
a thin layer of iodoform collodion. If properly done the oper- 
ation is aseptic and is followed by primary union. 

Were it requisite I could give a long series of cases with 
detailed results, also a series of photographs showing the dif- 
ferent stages of the operation and the processes of repair at 
different data. All this, however, seems superfluous. Almost 
without exception the patient is remarkably free from pain and 
the processes of repair go on rapidly. 
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When the operation is uncomplicated by any other, done at 
the same time, absolute restraint in bed is not necessary and 
micturition is usually voluntary and easy. Only one case has 
proved an exception and that unfortunately was a distinguished 
member of our profession. In this instance, I departed from 
the rule, which I believe should be absolute, and left a small 
portion of the plexus in front undissected, because it was com- 
paratively little changed. Elsewhere the ectasia was enormous. 
The anterior portion not included became cedematous, ex- 
quisitely sensitive, like an acutely swollen pile, caused reflexive 
vesical tenesmus, retention of the urine, prolonged catheteriza- 
tion and cystitis. This remaining portion had to be removed 
ultimately and the vesical conditions long remained trouble- 
some, although the healing of the wound was rapid and satis- 
factory. The cure of the hemorrhoids is complete and all the 
old sufferings and discomfort have disappeared. 

The case is instructive, as well as interesting, enforcing a 
surgical rule which the anatomy of the part teaches and which 
Mr. Whitehead very properly emphasizes, the careful removal 
of the whole hemorrhoidal plexus. By whatever method at- 
tempted it is the failure to do this which gives failure in result. 
I do not remember ever to have dissected the parts, however 
seemingly irregular was the distension of the veins, without 
finding the whole plexus varicosed. The circulation through 
the veins, when once changed to cause dilatation, almost 
necessarily involves the whole plexus. 

Emphasis should be made in clinical instruction upon the 
early voluntary evacuation of the bladder, in the position 
easiest to accomplish it. ‘The bowel may be safely moved the 
third or fourth day. Prolonged constipation resulting in hard- 
ened feces is to be avoided. 

In summarizing I think I may safely conclude: 

First.—That the ligation of tissues for the purpose of 
producing necrosis and the resultant septic decompo- 
sition should to-day be considered as unsurgical and unscien- 
tific, and should never be resorted to in any part of the body. 

Second.—The destruction of tissue by the actual cautery is 
productive of pain and suffering and is unwarranted, in that it 
is unnecessary, with the rarest of exceptions in surgery. The 
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arguments in defense of its use would equally well apply to 
many other operations, where it has been universally aban- 
doned, as well as to hemorrhoids. That it is a relic of the 
barbarism of the past and should te relegated to history. 

Third.—The dissection and the removal of the hemorrhoidal 
plexus of diseased vessels is as rational amd as scientific as the 
dissection and removal of diseased tissues elsewhere. The 
danger of hemorrhage from the excision of these structures 
is greatly exaggerated. Mr. Whitehead has shown in his 
abundant experience that they may be freely dissected with 
safety without special caution of control of the bleeding, and 
that his operation can only in a minor degree be called bloody. 

Fourth.—That by the method which I practice and advocate 
the operation can in xo sense be considered a bloody one. It 
is simple and easy to do after a little experience. There is no 
arterial hemorrhage to be controlled. All the important ves- 
sels are secured Jefore division by the continuous encircling 
sutures which serve a still further purpose of coapting and 
holding at rest the divided connective tissue. Necrosis of the 
parts is entirely avoided and with the care practiced in modern 
surgery the wound is maintained aseptic. The superficial tis- 
sues are accurately coapted so that not a single suture acts as 
foreign material. 

The advantages of closure with the animal sutures over the 
excision as practiced by Mr. Whitehead I think are: First, 
Constriction of blood vessels before division which certainly 
diminishes the loss of blood and ensures against secondary 
hemorrhage. Second, A much more accurate and easy mode 
of readjustment and closure of the parts. Third, Continuous 
animal sutures, which are buried and incorporated into the tis- 
sues, have a decided advantage over the interrupted silk suture 
which is ever to be considered as foreign and, if not removed, 
must be thrown off by suppuration. 

The advantages derived from the buried animal suture in 
other parts of the body are now generally accepted by the 
profession. 

Cat-gut is often untrustworthy from inherent defects. 

Tendons taken from the freshly killed animal, properly pre- 
served and prepared, are greatly to be preferred, those from 
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the tail of the kangaroo proving superior to any others which 
I have been able to obtain. 

Measures for the permanent cure of hernia are based upon 
their use. All operative wounds made in healthy tissues with- 
out exception should be closed, layer by layer, with the buried 
animal suture, the skin itself not excepted, and when properly 
done drainage is no longer required and the wound can be at 
once made germ proof by hermetically sealing with iodoform 
collodion. To this rule amputations should prove no excep- 
tion. 

The use of the buried animal suture in its application to the 
cure of hemorrhoids, aseptically applied, is a logical deduc- 
tion from the Listerian teachings of a great fundamental truth 
formulated many years ago. 














PERINEOTOMY. 
By B. E. HADRA, M.D., 
OF GALVESTON, TEXAS, 
PROFESSOR OF SURGERY IN THE TEXAS MEDICAL COLLEGE. 


OR more than a year I have endeavored to satisfy myself 
k of the feasibility of gaining access to certain pelvic or- 
gans through the perineum. Up to this time I had occasion 
to conduct my experiments only on the cadaver, and I would, 
not appear before the profession with the results of my st udies 
unless the investigations of Zuckerkandl and Weelfler, and the 
discussion in the Third Congress of German Gynecologists had 
brought the subject into prominent notice, 

The name “Perineotomy,” proposed by Senger, is given to 
an operation which includes an incision through the whole or 
part of the perinzeum in order to gain access to the organs sit- 
uated above it. It is, therefore, evident that the incision may 
vary in size and shape, just as the special object of the opera- 
tion may vary. It istrue that similar procedures have been fol- 
lowed as a part of other operations, as, for example, in extirpa- 
tion of the rectum, orin Tait’s flap-perineorrhaphy, but what 
more particularly is claimed for it is the dignity of a method 
per se, when followed in a premeditated manner. 

In regard to the history of the operation, it seems to me 
that Hegar deserves the credit of priority from having used it 
for evacuating pelvic abscesses. Sanger operated by perine- 
otomy to remove a dermoid cyst from the subperitoneal space. 
Frommel followed the method in several cases of total extir- 
pation of the uterus, when the vaginal method seemed una- 
vailable, of course, after freeing the cervix fromthe vagina. 
Zuckerkandl and Weefler have given the subject a new impetus 
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and, no doubt, others will soon be heard from. The various 
operations, as I find them described, are: 

1. Zuckerkandl’s.—Right lateral position; incision on left 
side, beginning at the tuberositas ilii and carried along, parallel 
with the side of the sacrum, in a curved line, ending between 
the tuberosity of the ischium andthe anus. The gluteus max- 
imus, the ileo and spinoso-sacral ligaments, the coccygeus 
muscle, and, perhaps, part of the levator ani, are severed from 
their attachments to the sacrum and ischium, or divided. This 
cut exposes the extraperitoneal part of the rectum in its whole 
extent. By proceeding toward Douglas’ cul-de-sac, an easy 
matter in the large wound, division of the peritoneum brings 
to view the pelvic organs, including the upper part of the rec- 
tum, the sigmoid flexure, and the uterus with its appenda- 
ges. 

2. Weelfler’s para-sacral incision. This begins at the third 
sacral vertebra and ends beside the anus. Weelfler prefers the 
left lateral position and right side incision. 

5. Frommel’s (on women only) incision from one tuber 
ischii to the other,; separation of vagina and rectum. 

4. Senger makes the incision in the sagittal direction, be- 
ginning at either labium majus and ending 2 cm. beyond the 
anus. This opens up the ischia-rectal and  subperitoneal 
spaces. 

5. Hegar makes his incision from the tuber ischii to the tip 
of the coccyx. 

All these authors emphasize the simplicity of the operation 
and the perfection in which the parts to be attacked are 
brought into view. 

In my own experiments I used male bodies only. Lithoto- 
my position; sound in the bladder, held by an assistant. 
Whilst now the left index finger from the inside and the thumb 
from the outside firmly hold the sphincters of the rectum, the 
incision is made right above the thumb across the perineum 
from one tuber ischii tothe other. In the further detachment 
of the rectum, the handle and the finger nail has to be used 
as much as possible. The rectum can rapidly be separated 
from the prostate and the bladder, and the recto-vesical fold 
exposed. It is remarkable how simple the operation is, and 
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how superficial the parts appear. The subperitoneal part of 
the rectum, the prostate, the posterior wall of the bladder are 
allin sight. Less apparent are the ureters, the seminal vesi- 
cles and the seminal cords. After dividing the recto-vesical 
fold there is ample room for access to the peritoneal cavity. 

Among the operations feasible by this method, I mention 
the following : 

On the Rectum.—Removal of the subperitoneal portion; af- 
ter dividing the peritoneum, also of the intraperitoneal por- 
tion and of the sigmoid flexure. Kraske’s resection of the 
sacrum is made unnecessary. Recto-vesical fistula can be 
closed in both organs after dedoublement. 

On the Prostate.—Resection or total removal. 

On the Bladder.—Removal of stones and—before all—of tu- 
mors in the trigonum and base. Permanent drainage can be 
established with greater advantage and more comfort than in 
any other way. 

The wreters, although not so readily discovered in my ex- 
periments, can be made accessible; constrictions, bending, 
compression relieved, and their permeability tested. Perhaps, 
also, the ureters would be temporarily compressed, in order to 
test the urine from the two kidneys separately. 

The seminal vesicals and cords are hard to find. Still, it 
may be that we have here the field for a new specialty. 

In the female the operation will be useful for removing sub- 
peritoneal tumors ; for extirpation of the uterus, opening of 
sub- or intraperitoneal abscesses, also for drainage of the 
peritoneal cavity, etc. Though perineotomy will, as a rule, 
not be able to compete in strict gynecology with laparotomy, 
it will nevertheless under circumstances be a valuable compli- 
ment to it. Inthe male, however, there is no doubt in my 
mind that this new operation will prove a very useful acquisi- 
tion. 

There is nothing to be said against it, unless, perhaps, the 
danger of opening a great number of large veins, but experi- 
ence as acquired in other peritoneal operations, dismisses suffi- 
ciently such objections. 

As to the relative advantages of the various incisions, uni- 
or bilateral, sagittal or transverse, we are not yet in a position 
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to dogmatize. Evidently the incision should be made to suit 
the requirements of the case, when the indications are clear. 
In doubtful cases and in all those in which the rectum, the 
prostate or the bladder are attacked, the transverse bilateral 
incision, as made in my experiments, will be the one giving 
the greatest satisfaction. 
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ON A CASE OF NEPHRO-LITHOTOMY WITH 
SOME REMARKS ON NEPHRALGIA AND 
CALCULUS OF THE KIDNEY.’ 


By FRANCIS J. SHEPHERD, M. D., 
OF MONTREAL. 


PROFESSOR OF ANATOMY IN THE MCGILL UNIVERSITY AND SURGEON TO THE MON- 
TREAL GENERAL HOSPITAL. 


’ presenting the following case of nephro-lithotomy, I do 

not profess to tell much that is new or strange, but only 
desire to draw attention to some points in certain cases of 
kidney calculus where the diagnosis is obscure and which, un- 
less proper precautions be taken, may be mistaken for that 
somewhat problematical affection, nephralgia. The chief 
characteristic in these cases is pain in the region of the kid- 
neys, at times more severe than others, and extending down 
the course of the ureters to the testicle. There is also, owing 
to the small size of the stone and its situation, often no history 
of blood or pus in the urine and no kidney tumor. The se- 
vere character of the pain and its situation is the one thing 
which, in these cases, induces the surgeon to cut down 
upon the kidney and explore it. Now I contend that unless 
this be properly done, the operator may fail to find the stone, 
and in consequence the case will be set down as one of ne- 
phralgia. Iam aware that in some instances the kidney has 
been removed for severe pain and no stone has been found, 
but in a still greater number I have no doubt that a stone has 
escaped observation, and hence the affection has been named 
nephralgia. 

It has been my fortune to perform nephrotomy not a few 
times for calculus and other diseases. I have several times cut 


'A paper read hefore the meeting of the Canadian Medical Association at Banf, 
N.W. T., August, 1889 
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down on the kidney by the lumbar incision for severe paroxys- 
mal pain, explored it with needle and sound, and felt it exter- 
nally with the finger, and yet have failed to detect a stone or 
other affection. In some cases the pain has been relieved, in 
others it has not. The case I am now about to relate comes 
under the latter category. The first time the kidney was cut 
down upon it was thoroughly explored with sound and needle 
and also carefully examined with the finger, and yet nothing 
was found, the organ being apparently healthy in every re- 
spect. The pain was relieved for a time, but socn the parox- 
ysms returned and were more violent than ever, the patient's 
existence being rendered most miserable, so that at the end 
of six months I was induced to cut down upon the kidney a 
second time, determined to remove it shoulda stone not be 
found. However, a more thorough examination of the kidney, 
by means of the finger introduced into its interior, enabled me 
to detect and remove a small round stone covered with sharp 
crystals. The patient made a rapid recovery and was com- 
pletely relieved of his pain. Now this case shows us that it is 
avery difficult matter to detect a small stone by the ordinary 
methods (viz., needle puncture and sound exploration), and 
points to the fact that many of these cases called nephralgia are 
probably due to a small stone which may lie hidden in the 
kidney without producing any very serious alteration in the 
condition of the organ, and that when nephrotomy is performed 
it may escape detection even by an apparently complete explo- 
ration. In future it is my intention in such cases, when I fail 
to find a stone by needle puncture and exploration with the 
sound, to freely incise the kidney and explore with the finger. 
This is not possible in all cases; for example, in those where 
the patient is stout and the kidney deeply placed; in such I 
should advise that a free incision be made in the lower 
part of the kidney, and a good-sized pair of Péan’s for- 
ceps be introduced and the stone searched for. I am sure that 
a stone could be more easily found by this method than by 
the sound. Ifthe stone happensto be in a compartment of 
its own, as occasionally occurs, or hidden away in one of the 
calyces, then the chance of finding it with the sound is com- 
paratively small. In the case reported below, the stone floated 
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freely in a cavity in the upper part of the kidney and was sep- 
arated from the pelvis proper by athin membrane which of 
course prevented the sound from coming in direct contact 
with it. 

The following is the history of this interesting case reported 
for me by my house surgeon, Dr. C. C. Campbell: 


William C., zt. 19 years, was admitted into the Montreal General 
Hospital June 21, 1889, suffering from severe pain in the region of 
the left kidney. 

Nothing of interest bearing on the case in the family history. 

History.—First felt a severe pain eleven years ago in the left lumbar 
region which lasted some six hours. Since that time the pain has ap- 
peared at irregular intervals of from a week toa month. During the 
last year intervals between the pains have been shorter and the pain 
itself more severe. The pain is paroxysmal in character, and appears 
to commence over the region of the left kidney, shoot down the course 
of the ureter to the groin and, when a very severe paroxysm occurs, is 
felt in the left testicle, giving the same sensation as when that organ 
is pinched. At the acme of a paroxysm vomiting frequently occurs. 
Walking, jumping and especially a false step markedly increases the 
severity of the pain or sets up an attack. Has never passed a calcu- 
lus, nor has there ever been pus or blood in the urine. 

On November 8, 1888, he entered hospital and Dr. Shepherd cut 
down on the kidney and explored by needle puncture and the intro- 
duction of a small sound into the pelvis, but no calculus was found. 
The kidney in appearance was perfectly normal. Patient made a guod 
recovery from the operation, no urine passing by the wound after 
the first 24 hours. During his convalescence he had several mild at- 
tacks of pain. One month after his discharge from hospital, the pain 
returned with increased severity until latterly he became a burthen to 
himself and friends. Immediately before entering hospital he had a 
very severe attack of pain which lasted eleven days. 

Present condition.—Patient is a poorly nourished lad of medium 
size with an anxious expression of countenance. He walks bent up 
like an old man. The cicatrix of the last operation is seen immedi- 
ately below and parallel to the last rib. .Pressure over this spot causes 
slight pain, but a quick blow causes a very severe pain which shoots 
down to the left testicle. _ Notumor can be made out in this region. 
No blood or pus in the urine. Urine acid, sp. gr. 1015, contains no 
albumen and is of a clear straw color. Amount voided in 24 hours, 
31 ounces. 
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Without going further into details, I may say that the kid- 
ney was cut down upon for the second time on June 26, 1889. 
The incision was through the old scar and the kidney was 
soon reached and explored carefully with sound introduced 
into the pelvis, with finger and thumb, and by needle punc- 
ture. The kidney was perfectly normal in appearance and the 
scar of first operation could not be seen. No stone was found, 
so I made a free incision into the lower part of the cortical 
portion and introduced my finger into the pelvis. I soon felt 
a small stone at the extreme upper end which was separated 
from my finger by a thin membrane; this was scratched 
through and the stone extracted. The stone was about the 
size of a small marble, consisted of uric acid and was covered 
by sharp crystals; it weighed 24 grains. The stone apparently 
floated freely in a cavity at the upper end of the kidney; whilst 
withdrawing the stone another small one, weighing 2 grains, 
was extracted. The bleeding from the incision in the kidney 
was very free, but was easily controlled by pressure; a drain- 
age tube was placed in the kidney, the wound sutured and 
dressed with a jute pad. During the operationthe wound was 
irrigated with boiled water; no antiseptics were used. The 
patient recovered well from the operation and passed 10 
ounces of bloody urine the same evening. At the end of 24 
hours the drainage tube was removed from the kidney—urine 
was coming away freely from the wound. 

The patient progressed favorably, his temperature never 
rising above 100.4°; he passed daily per urethram from 20 to 
24 ounces. Urine ceased to come from the wound onthe roth 
day after operation. On the 18th day (July 12) the wound was 
soundly healed and he was discharged from hospital. At this 
time the daily amount of urine passed was from 45 to 52 ounces. 
No pain was felt after the operation. When last seen he could 
run and jump without feeling the slightest pain, a thing he 
had not been able todo for eleven years. Sudden pressure 
beneath the last rib caused no pain. Patient was rapidly gain- 
ing flesh, and his countenance bore an unusually cheerful ex- 
pression, very different from the aspect before operation. 


i CRIM 
‘ 











NOTE UPON A RESOURCE AFTER FAILURE OF 
HERNIA OPERATIONS. 


By ROBT. F. MORRIS, M. D., 
OF NEW YORK. 


FTER the lapse of a few years there will be a fairly large 
A proportion of recurrences of hernia among the very large 
number of patients who are now being treated by the two best 
operative methods-represented by the Macewen and McBurney 
types. Asastaunch believer in both of these operations I would 
not make any pessimistic prophecy, but all of us who are at 
work with hernia cases realize that in a certain number of them 
we shall come to a “last resort” sooner or later. After failure 
of Macewen’s operation in any given case we have as a next re- | 
source McBurney’s operation, and when the cicatrix, thinned 
by slow absorption again allows abdominal contents to pro- 
trude, the truss still failing we shall have to consider what is 
the next thing in order of management. 

An accidental experiment some time ago, gave me a clue to 
another resource, but as my hernia patients have so far refused 
to present failures, it may be well to make the suggestion with- 
out waiting longer for an application of the idea. 

About 24 hours after I had resected the intestine of a dog he 
managed to pull the stitches out of the abdominal wound with 
his teeth and when I saw him again the wound gaped at least one- 
third of an inch at the point where parietal peritoneal wound 
margins had separated. An inch of intestine lay at the bottom 
of the opening, and it was so firmly attached that I killed the 
dog, and then by vigorous compression of the abdomen exper- 
imented with the intention of observing how much force would 
be required to cause further protrusion of the intestine. It 
was impossible to start it, and in trying to pull the intestine 
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away later, the attached peritoneal surface tore longitudinally 
as one sheet. 

Roser sutures the intestine to the abdominal wall to prevent 
the recurrence of volvulus and if in a secondary hernia opera- 
tion the intestine were sutured to the margins of the wound it 
would become firmly attached. I do not know what serious 
consequences could follow. In some old hernias large loops 
of intestine are firmly bound together without causing any ser- 
ious disturbance of the patient’s comfort. 

The main point achieved by this plan of management of the 
intestine would be the changing of direction of the line of force 
of the insinuating intestinal loops, so that instead of persist- 
ently bulging into the hernial opening, they would slide to one 
side of the attached portion of intestine and push against 
strongly fortified parts of the abdominal walls—probably. 
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LANDERER’S DRY METHOD OF OPERATING. 


In the past few years a large number of new antiseptic substances 
have been brought forward and tried, but none of them have proved 
of more value than the established solutions of carbolic acid and sub- 
limate, so that more recently, the aim of surgeons has been rather to 
get on without antiseptic fluids, by endeavoring to prevent infection 
primarily, instead of combatting it secondarily; in other words by sub- 
stituting aseptic for antiseptic surgery in fresh operative wounds. ! 

But, although the exclusive use of sterilized fluids and dressings is 
practicable in private hospitals, it is not so in consulting or country 
practice, on account of their being neither sufficiently portable nor re- 
liable. 

On the other hand, however, the reliable antiseptics such as carbolic 
acid, sublimate and iodoform, prove poisonous and deleterious to the 
patients even in small quantities, as has been recently shown by the 
microscopical investigations of Senger.’ 

To steer safely between these two dangers in operative surgical 
practice, Dr. Landerer, of Leipsic, has invented what he terms his dry 
method of operating, which forms the subject of a paper read before 
the late Congress of Surgeons in Berlin’—a method which is now put 
forward for the first time in print and scientifically supported, although 
practically, to the knowledge of the present writer, the method has 
occasionally been made use of in this country. 


The method consists simply in not allowing a drop of fluid of any 


INeuber; vd. ANNALS OF SURGERY, Vol., V. No. I, p. 92. 
2Vd. ANNALS OF SURGERY, Vol. IX, No.6, p. 448. 


5Eighteenth Congress of the German Surgical Society, April 24, 1889. Langen- 
beck’s Archives, Vol. 39, H.1. 
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kind to come into contact with the wound during operation; trrigation 
is entirely dispensed with, and the use of wet articles for sponging is 
eschewed. We quote the following details from the author’s paper: 

The instruments are boiled and afterwards kept in weak carbolic 
solution. The hands are cleansed according to Fiirbringer’s direc- 
tions,' only that instead of alcohol a one-in-two-thousand solution of 
sublimate in alcohol is used. The field of operation is similarly treated. 
As soon as the first incision is made no more fluid is permitted to 
come into contact with the wound. The wound is sponged with 
pieces of sublimated (absorbent) gauze, and all parts are kept tam- 
poned with it, except the point where the surgeon is working. 

Hemorrhage is much lessened by this method; hardly any vessels 
in the muscles require ligation. As soon as the operation is finished, 
and the larger arteries are tied, the wound is to be kept tamponed for 
a few minutes with gauze; after which the wound presents absolutely 
dry surfaces, and is in excellent condition to unite primarily. Buried 
sutures are used to’ bring the deeper portions together; the skin is 
united by sutures. No drainage tubes are applied; but all the blood 
finally forced out of the wound by direct pressure. There is no secre- 
tion whatever, so that no care need be taken to evacuate it. Even 
cavities may be treated in this manner (as after castration) provided 
the walls can come together. The dressings are to be applied under 
moderate pressure of the bandage. 

The advantages claimed for this method by the author are the fol- 
lowing: 

1. The patient does not get at all wet or chilled. 

2. Hemorrhage is minimized. In cases of amputation of the 
breast, where the axillary glands were removed, the towel placed be- 
neath the shoulder was not even wet. 

3. No antiseptic substances are absorbed, and therefore no intoxi- 
cation is possible. (Sterilized gauze would be even safer to use). 

4. The duration of operations is shortened, because there is not so 
much time spent in controlling hemorrhage. 


This author advised the use first of soap and water, then of alcohol, lastly of 
sublimate solution, each applied for one minute to the hands with a brush. Vide 
ANNALS OF SUTGERY, Vol. VII, p. 153, 1888. 











re 


SURGICAL TREATMENT OF INTESTINAL STRICTURE. 347 


5. Rapid and safe recovery. In the go cases of the author he 
never once observed a flush around the wound; the temperatures 
never once rose above 100.4°. ‘There is no secretion from the wound 
so that only one change of dressing is necessary to remove the stitches. 
The patients are not prostrated even after larger operations, such as 
excision of the breast and axillary glands, and can be up and about as 
soon as the effects of the anesthetic are past. 

6. Great convenience ofthe method. Instead of big bottles, un- 
reliable dishes and fluids, as are met with in country practice, well- 
packed gauze may be carried along in a small tin or glass vessel, thus 
simplifying matters greatly for the general practitioner. 

7. The hands of the surgeons are not harmed or roughened, which 
is a great comfort. 

The author reports go cases, mostly all major surgical operations, 
such as amputations, resections, laparotomies, extirpations of tumors, 
osteotomies, plastic operations on the nerves, etc. They were per- 
formed partly in his private hospital, partly in city and country 
practice, and partly in a crowded dispensary. 

W. W. Van Arspate. ® 





STAFFEL ON THE SURGICAL TREATMENT OF INTESTINAL 
STRICTURE AND OCCLUSION,! 


In an elaborate memoir of 60 pages, Dr. E. Staffel, of Chemnitz, 
discusses strictures and occlusions in the various portions of the intes- 
tinal canal, and their surgical treatment, taking as a basis his experi- 
ence at the Deaconesses’ Institute of Dresden in the years 1882 to 
1888. This experience covered 55 cases divided into three categories, 
(1) Impacted foreign bodies in and impermeable strictures (cancerous 
or cicatricial) of the cesophagus; (2) Careinomatous stenosis of the 
pylorus; (3) Stricture and occlusion in the remaining portions of the 
intestinal tract, dependent on various causes as doubling and twisting 
of yut-loops, cancer of the intestinal wall, etc. 


1Volkmann’s Saml., K/in. Vorirdge, 1889, No. 346. 














348 EDITORIAL ARTICLES. 


Of the first class there are four cases; one of cesophagotomy for 
swallowed dental plate—cure; one of tracheotomy for a small tin cover 
swallowed, and becoming imbedded between cesophagus and trachea 
—death; one of gastrostomy for impermeable cicatricial stricture of 
cesophagus—cure; same for a cancerous stricture—death. In the sec- 
ond class are two gastroenterostomies, each fatal in two or three days. 
In the third class there were of course also many failures. His cases 
have shown him very conclusively that the fate of ileus patients de- 
pends largely on an early and correct diagnosis. Hence he first re- 
views the diagnostic observations made. The desperate condition 
when the ileus is fully developed is well known and unmistakable, but 
not every occlusion of the gut presents this group of symptoms, at least 
not at first. Clinically in stenosis of the intestine he makes two dis- 
tinct types: (1) acutely developing occlusion of the intestine; (2) 
chronically developing contraction that may after weeks, months or 
even years lead to complete closure. 

1. Though the acute form has proven fatal in eight hours, it usually 
takes two to four days to develope. Roser’s statement that the higher 
the seat of occlusion the more violent the vomiting, generally ap- 
plies. But there are other symptoms available in locating the occlusion, 
and in this respect he makes a triple division. (@) In the duodeum 
and upper jejunum. (4) In the lower jejunum and ileum. (c) In the 
colon. 

(a) Onecase. The vomiting is violent and lasts as long as the dis- 
ease. The vomitus is colored, never feculent even late in the disease. 
No meteorism; on the contrary, abdomen contracted, or at most 
the inflated stomach makes a slight prominence in the epigastrium. 
An increasing collapse developes very early. Excessive thirst. Stools 
and flatulence may persist. Causes of acute closure of the duodenum 
are: (1) twisting on its axis; (2) compression, e. g., by an acute 
pancreatitis. Enlarging glands in the neighborhood produce rather a 
chronic stenosis. 

(2) Typical ileus. Meteorism. Vomiting soon becoming feculent. 
Absence of stool and flatus commonly but not invariably. Usually 


begins suddenly in apparent health. Intense colic-like pain. Accord- 
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ing to Treves, the pain occurs in paroxysms with free intervals when 
the stenosis is incomplete, but is continuous though varying where 
complete. The vomiting continues, at first of ingesta in stomach, then 
containing gall, finally of feculent color and odor. Sometimes feculent 
vomiting has not had time to develope, or where the trouble runs a 
mild course does not occur at all—as in intussusception of the ileum 
where at first the closure is often only partial. One case corroborated 
Cazin, that in incarceration by Meckel’s diverticle feculent vomiting is 
rare. Early and decided diminution in secretion of urine—from the 
prolonged vomiting and the reduced blood pressure. He cites the 
usual causes but does not claim that they can often be distinguished 
clinically—except at times by the previous history. In children it is 
usually an invagination and then runs a less typical course. He de- 
tails 7 cases of this general location. 

(c) Occlusion of the colon. Five cases. Runs a much less violent 
course. May begin quite acutely with severe fixed pain, the further 
symptoms developing slowly. Vomiting may occur only once or twice 
at the beginning or not until later and rarely feculent, or not occur at 
all. Meteorism is at first slight but after several days becomes exces- 
sive. No or only slight collapse. Stool and flatus always absent from 
the start. A marked increase in the indican of the urine has been 
found by Jaffé when the occlusion was in the small intestine, but not 
so when in the large intestine. In the great majority of cases this type 
is caused by fecal accumulations. The cause next in frequency is 
volvulus of the sigmoid flexure, doubtless favored at times by the not 
infrequent congenital elongation of the descending colon as described 
by Curschmann. 

Slowly developing stenosis of the gut presents a very different pic- 
ture. The large intestine 1s the most frequent seat, and cancer of the 
colon or rectum the most frequent cause. In his 14 cases there were 
11 of cancer and 3 of cicatricial stricture (rectal). In 19 other cases 
of rectal cancer stenotic phenomena did not become prominent. In 
carcinomatous stenosis of the colon the stage of complete chronic 
occlusion is nearly always preceded by one of contracture lasting weeks 


to months. Rarely instead of constipation, there is continuous fetid 
* 
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diarrhoea. One of these patients was but 28, and another 32 years old. 

Attention is here called to a group of cases which he terms secondary 
ileus. In many cases of ileus where the impediment is not abated in 
time, diffuse peritonitis with or without perforation of the gut sets in and 
hastens the end. Conversely it is not rare that a primary peritonitis 
becomes complicated by symptoms of intestinal occlusion. Independ- 
ent of adhesions and bands, a portion of the gut may become so 
paralyzed by adjacent inflammation that it is incapacitated for propell- 
ing its contents. The like has been observed in tuberculosis and dysen- 
tery. Or some loops of intestine may become so inflated as to com- 
press others. As the surgeon is often called late, it may then be ex- 
tremely difficult to say which was the primary, peritonitis or ileus. 

In the earlier days of an ileus the temperature is not increased, at 
first often subnormal. The patient is not confined to bed, or can 
change his position without suffering. Abdomen not painful to touch, 
in fact pressure may relieve. When the patient can be seen early and 
observed carefully such points generally suffice to differentiate it from 
peritonitis and perityphlitis. When there is a complication of the two, 
the peritonitic symptoms are fully present, besides fecal vomiting and 
the absence of stools and flatus. His three cases of secondary oc- 
clusion were all more or less directly the results of peritonitis. 

Treatment depends on an early and exact observation of each case; 
and the different categories demand different treatment, On duodenal 
occlusion there is little to be hoped from surgery. In his own case 
even the autopsy, and in one from Gerhardi a laparotomy, failed to re- 
veal the cause. Just here washing out of the stomach will accomplish 
most. But in occlusion of the lower small intestines, or of the colon, 
washing out the stomach will not avail or will only be palliative. How- 
ever, under opium and large injections a large number of these cases 
recover (50%, Schonborn, 1887). But many are all the time dying 
under this treatment who might be saved by timely surgical help. 
According to his experience those cases of ileus with a mild course, 
where even despite feculent vomiting and meteorism the general con- 
dition remains good where the pulse remains good as to tension and 
frequency, demand provisionally a temporizing treatment (opium, 
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large rectal irrigations—r1o to 30 liters and more—avoidance of all 
drastics). Curschmann in Germany, has recently recommended anew 
inflation with air instead of irrigation. Most amenable to such tem- 
porizing treatment are cases of slight twisting, invagination and copros- 
tasis in colon or sigmoid flexure. Close watching is however neces- 
sary, and laparotomy where pulse and general condition begin to fail. 
Early surgical aid is demanded in ultra acute cases. 

1. As to the operation of laparotomy and the search for the source 
of the impediment, he follows out many of the later suggestions. 
Casually in discussing meteorism he adds another case to the two of 
Helferich and Hoffmann where death evidently resulted from the re- 
position of very large hernias. He condemns puncture of the gut, 
but favors incision with subsequent suture. 

When removal of a section of the intestine (for gangrene, neoplasms, 
congenital or acquired stenosis) is necessary, he makes an anus pre- 
ternaturalis in preference to suturing, since the results of primary 
suture of the intestine are as yet poor, and still more this would delay 
too long. 

2. Enterostomy is indicated where the patient is very weak, where 
peritonitis is beginning and where the impediment can not be found. 
This may not only be palliative, but, according to the experience of 
many, also act curatively. In secondary ileus the prognosis is so bad 
as to deter from operating. 

In chronic intestinal stenosis, the frequent causal cancer was only 
operated when of the rectum, though if seen early it might prove 
amenable to resection, Rectal cancers whether high or low are to be 
excised so long as they are moveable, large abdominal metastases are 
not discoverable and the patient’s condition is fair. Broad circular 
strictures of the rectum he also excises. Excision or resection of the 
rectum was practiced 20 times, with 16 recoveries and 4 deaths,— 
2 from collapse and 2 from peritonitis. Thorough emptying of the 
bowel before operation. In only 2 could the external sphincter be 
saved. Resection of coccyx and sacrum now the rule. At first the 
peritoneum was spared if possible, but as one patient with intact peri- 
toneum died with a 300 gram hemorrhagic extravasation into 
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Douglas’ pouch, he considers it quite as well to open the peritoneum 
if it presents and then tampon this for six to eight days with iodoform 
gauze. This was done in 13 cases, several with prolapse of intestine. 
Very important is the complete removal of glands in the sacral space. 
In women a portion of the posterior vaginal wall often had to be in- 
cluded. 

The later function of the anus was fairly satisfactory, although un- 
able to control flatus and liquid motions. ‘Two patients, operated in 
1883, lived each about five years. He treats at some length the 
recently much discussed method of colotomy. In many cases simple 
fixation to the wound and opening will answer. But in general it is 
well to completely sever the gut and either sink the closed lower end 
or better unite each carefully to the wound-opening. 

Finally he tabulates very fully his 20 cases of excision of the rec- 
tum, 7 of colostomy and 1 of ileostomy. 


W. BROWNING. 





SENN ON THE HEALING OF ASEPTIC BONE CAVITIES BY IMPLAN- 
TATION OF ANTISEPTIC DECALCIFIED BONE! 


In an interesting paper Dr. Senn remarks that the antiseptic treat- 
ment of wounds as now almost universally practiced constitutes the 
greatest triumph of modern surgery. Since this treatment has become 
developed to its present state of perfection primary union is no longer 
the exception, but the rule. The failure to obtain healing by first in- 
tention of an intentional wound made by the knife of the surgeon 
through aseptic tissues, or of a recent accidental wound, in which parts 
of the same anatomical structure can be approximated and coaptation 
uninterruptedly maintained, must be looked upon as an evidence of a 
faulty technique or want of proper care on the part of the surgeon or 
his assistants in carrying out the principles of antiseptic surgery. Pri- 
mary union in the sense in which this expression should be now used 


means the restoration of injured or lost parts without suppuration. It 


IN. Senn, M.D., PH.D. (Milwaukee, Wis.), in the American Journal of Medical 
Sciences. 
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is a purely reparative process in which all the newly-formed tissues are 
utilized in permanently cementing together divided parts or in restor- 
ing tissues lost by injury or disease. If a definitive union or repair is 
accomplished without suppuration, it must be called primary union 
whether this result has been obtained with or without visible granula- 
tion tissue. 

An ideal primary union is one where the surface and deep parts can 
be brought together and held in perfect approximation until in a few 
days, by interposition of new living tissue between the divided struct- 
ures, the interrupted anatomical continuities have become permanently 
restored and the suspended physiological functions established. Prac- 
tically such a result is not often obtainable. Even the most improved 
methods of approximation and coaptation frequently fail in securing 
such accurate apposition of similar tissues as to enable organic union 
to take place in such a short space of time and accomplished by such 
a small amount of reparative material. Under most circumstances 
spaces are left here and there between the surfaces of the wound which 
are first occupied by blood or serum and later by granulation tissue, 
which in the course of time is transformed into cicatricial tissue and by 
contraction unites or brings in closer contact the divided tissues. 

The time required for the definitive healing of a wound, other things 
being equal, will therefore depend largely upon the accuracy with which 
coaptation can be effected and maintained. In wounds with consider- 
able loss of tissue, and in the héaling of cavities with rigid, unyield- 
ing walls where coaptation of surfaces which it is the intention to unite, 
for physical reasons is rendered impossible, we have to rely upon the 
process of granulation in effecting repair and in restoring interrupted 
continuities. Under the old treatment the healing of wounds by sec- 
ondary intention was often prolonged for an indefinite period of time 
because under the influence of pus microbes or their ptomaines the. 
embryonal cells of which the granulation tissue is composed were 
transformed into pus corpuscles, and thus the reparative process was 
delayed until the infective process had exhausted itself, as it were, or 
until the granulation tissue was in a condition to resist successfully the 


eleterious effect of pus microbes or their products. 
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The most signal success of the antiseptic treatment has been ob- 
tained in the repair of parts where healing has to be accomplished by 
the formation of an extensive mass of granulation tissue. If an asep- 
tic condition is maintained throughout, all of the granulations are 
transformed into tissue of a higher type and extensive defects are 
healed in a few weeks under a single dressing. Primary healing of an 
empty large cavity with unyielding walls, even without suppuration, re- 
quires often weeks and months, and not infrequently is but incompletely 
accomplished, as the granulations find no temporary support, and from 
the absence of such support the process comes to a standstill, while 
epidermization takes place on its surface pari passu with the disap- 
pearance of the temporary bloodvessels in the deeper parts which are 
undergoing cicatrization. When the healing process is finally com- 
pleted it is at the expense of a considerable loss of substance. Such 
difficulties are almost invariably met with in the treatment of bone 
cavities. 

Before giving a description of a new method of treatment which he 
found exceedingly useful in overcoming the obstacle to favorable and 
rapid healing by granulation in such cases, he called attention to a 
number of attempts made in the same direction during the past. 

A few years ago Dr. Neuber, then assistant to Professor von Es- 
march, of Kiel, introduced a method which was intended to secure a 
speedy definite healing of the wound without aiming at reproduction 
of the tissues destroyed by the disease or removed by the operation. 
It consisted in fully exposing a tuberculous depot in bone or an osteo- 
myelitic deposit, after thorough removal of the products of inflamma- 
tion with spoon, gouge, or chisel, and chiseling away the margins of 
the cavity sufficiently to permit the soft parts to be turned inward, thus 
covering the entire surface of the denuded bone. ‘The cavity was 
thoroughly disinfected before the flaps were implanted. The flaps were 
fastened with bone nails. In case the cavity was limited, and, as is so 
often the case near a joint, the skin fap was made in such a manner 
that the base was directed toward the joint. In diffuse osteomyelitis 
of the long bone a gutter was chiseled out and the flaps on each side 


turned inward in such a manner that their margins came in contact in 























HEALING OF ASEPTIC BONE CAVITIES. 355 


the bottom of the gutter. Two great objections can be raised against 
this method : 

1. It requires the removal of an unnecessary amount of healthy bone 
in order to enable implantation of the skin flaps. 

2. As the result of tension from fixation of flaps, pressure on the 
part of the dressings, and more particularly on account of a serious 
diminution of the vascular supply of tissues predisposed by antece- 
dent disease, gangrene of the flaps has frequently occurred. 

The author gave this method a fair trial in a number of cases, but 
he never obtained an ideal result—that is, primary union between flaps 
and between flaps and the subjacent bone. In a number of cases 
gangrene of some portion of the margins of the flaps occurred, leav- 
ing defects which required a long time to become repaired by a slow 
process of granulation, cicatrization and epidermization. This method 
has a legitimate sphere of usefulness and application in cases of super- 
ficial osteomyelitis followed by necrosis, but should never be employed 
if the disease is centrally located, requiring in its operative treatment 
the formation of a deep gutter. The next idea that presented itself 
was to utilize a blood-clot for the purpose of expediting the definitive 
healing of the bone cavities. Years ago Lister observed that under 
the antiseptic dressings in aseptic wounds coagula between the sur- 
faces of the wound did not undergo putrefactive or degenerative 
changes, but, as he believed and asserted, became supplied with blood- 
vessels and were organized. A few weeks after the operation or accl- 
dent which inflicted the wound he saw that the blood-clot had under- 
gone vascularization and presented other evidences of organization. 

In 1876 Lesser visited Lister’s wards and made a special study of 
the organization of blood-clots in aseptic wounds, and reported the 


results of his observations in the Deutsche Zeitschrift f. Chirurgie, 
vol. iii. Neuber, as early as 1879, after operations for necrosis, al- 


lowed the cavity to fill with blood with the expectation that the same 
favorable conditions could be secured for the blood-clot by thorough 
antisepsis as in recent wounds, but the results in these cases were so 
unsatisfactory that he soon abandoned the idea. 


In the admirable paper of Professor von Volkmann, read at the Lon- 
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don meeting of the International Medical Congress, special attention 
was called to the part taken in the healing process by the blood clot be- 
tween the fragments in compound fractures. At the end of six weeks 
he found at the site previously occupied by the coagulum living vas- 
cular tissue. Watson Cheyne gives a full description of the organiza- 
tion of blood-clots in recent wounds in his work on Antiseptic Surgery. 

T. B. Hamilton (Journal of Anatomy and Physiology, vol. xiii., 
1879; Edinburgh Medical Journal, November, 1881, p. 385) substi- 
tuted for the blood-clot aseptic sponge, as he found that this substance 
was promptly removed by absorption in aseptic granulating wounds. 
Sponge-grafting was for a time quite extensively resorted to in hasten- 
ing the process of repair of hollow wounds in soft parts, but was seldom 
practised after operations on bone. 

In a paper read at the meeting of the German Congress of Surgeons 
in 1886 (“Ueber Heilung von Wunden unter dem feuch ten Blutschorf”’) 
Schede described what he deemed a new method of treating wounds 
where accurate coaptation of the parts could not be secured. Schede’s 
method consists in a careful conservation of the blood-coagulum com- 
bined with the completion of the healing process under a moist blood- 
crust. For instance, in operating on a long bone for necrosis, osteo- 
myelitis, or any other lesion centrally located requiring in the removal 
of the pathological product the formation of a cavity, he renders the 
parts bloodless by applying an Esmarch’s constrictor on the proximal 
side, and, after having removed the dead bone or diseased tissue, he 
disinfects the cavity thoroughly and then sutures the soft parts in such 
a manner that a space is left open at a point corresponding to the sum- 
mit of the cavity. This insures complete filling of the cavity with blood 
after the removal of Esmarch’s bandage. No drainage-tube is intro- 
duced. The wound is covered with a strip of protective silk, over 
which is applied a copious absorbent antiseptic compress. ‘The band- 
age for retaining this dressing is not firmly applied, in order that a suf- 
ficient amount of bleeding may take place to fill the cavity. ‘The pro- 
tective silk prevents the drying up of the exposed portion of the clot 
and secures at the surface of the wound the formation of the moist 
blood-crust, upon the presence of which so much stress is laid by that 
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author for the subsequent favorable and rapid healing in the depth of 
the wound. ' 

Schede’s experience with this method of treatment has been exceed- 
ingly favorable. Small cavities in bone he has healed completely in 
from 11 to 14 days, while large cavities require from 3 to 6 weeks. In 
some instances this treatment proved a failure even in his hands, and 
in these cases the unfavorable result could sometimes be traced to an 
inadequate hemorrhage, the cavity filling only partly with blood. 
When imperfect filling of the cavity with blood was found the cause of 
failure of the entire cavity closing under one dressing, the healing was 
found to have proceeded only as far as the coagulum reached, and the 
balance of the cavity closed later by the usual tedious process of gran- 
ulation from the wound surfaces and the upper surtace of the granula- 
tion mass. In operations fur tuberculous affections of bone he found 
not infrequently a recurrence of the disease in the cicatrix of the wound 
which had healed by primary union. In severe cases of general tuber- 
culosis the so-called organization of the coagulum did not take place. 
The author insists that only clean and aseptic wounds are adapted to 
this form of treatment. In cases where it is impossible to secure asep- 
ticity of the bone cavity, or where the primary treatment failed, he 
waits until suppuration has ceased, and then, by scratching the granu- 
lation surfaces, obtains enough blood to fill the cavity and then applies 
the same dressing as in recent cases. A number of cases are 1eported 
to show that this plan has proved successful. 

In the discussion which followed the reading of this paper, von Berg- 
mann reiterated his views that he had so strongly expressed on a pre- 
vious occasion, that in the treatment of all wounds it should be the 
surgeon’s imperative duty to effect complete hemostasis, as the accum- 
ulation cf blood in wounds renders antiseptic treatment more difficult 
and less efficient. Volkmann stated that he did not believe in the 
transmutation of blood as a tissue, as extravasated blood is removed 
by absorption and gradual substitution on the part of the granulations. 
He favors moderate compression of the wound, so as to prevent un- 
necessary loss of blood, as the escape of blood beyond what is_neces- 
sary to fill the minute spaces between the wound surfaces is unnecessary 
and injurious. 
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At a meeting of the German Congress of Surgeons last year, Laun- 
stein (‘Zur Heilung der Wunden unter dem feuchten Blutschorf”) 
read a paper on Schede’s treatment of wounds, wherein he compared 
the healing under a moist blood-crust to the healing under a dry crust 
as described by John Hunter. He regards the superficial portion of 
the coagulum in the light of an occlusive dressing. During two years 
he resorted to this treatment in seventy-four cases, with the result that 
in sixty-four it proved successful, and proved a failure only in ten. A 
cavity in the head of the tibia the s ze of a walnut, caused by the re- 
moval of tuberculous deposit, he found completely healed under one 
dressing after three weeks. In four operations for extensive necrosis 
the treatment failed. In one case coagulation of the blood in the cav- 
ity failed to take place, a circumstance which he attributed to imper- 
fect antisepsis, and yet the final result was favorable. 

Schleich has studied this subject experimentally, and, as a result of 
his observations, he claims that the aseptic coagulum must be consid- 
ered as a porous organic substance which, by compression, occlusion, 
and by diminishing wound secretion, places the cavity in which it is 
located in a more favorable condition for healing. 

Landerer asserts that extravasated blood takes no active part in the 
healing of a wound, and he attributes Schede’s success more to faultless 
antiseptic measures than the presence of the coagulated blood. Inthe 
light of modern research, it must be conceded that, when blood escapes 
from vessels into the tissues or accumulates between the surfaces of a 
wound, it has lost its physiological functions and has become a foreign 
substance. Ifthe blood and its surroundings remain in an aseptic 
condition, it is removed sooner or later by absorption on the part of 
the granulations which take place by substitution. The blood-coagulum 
in Schede’s treatment of wounds serves as a temporary nidus for the 
granulations which permeate it from all directions, thus placing the 
cavity in a condition capable of becoming filled with a mass of active 
granulation tissue and a reticulum of blood-vessels, which furnish am- 
ple nutrition for the growth and development of new tissue while the 
blood is removed by the encroaching granulations. A hollow, empty 
space, particularly in a bone, where its walls are firm!and immovable, 
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presents the most unfavorable conditions for healing by the process of 
granulation. As the granulations and vessels have no support toward 
the centre of the cavity, the defect is repaired in a slow and unsatisfac- 
tory manner, The deeper portions of the granulation tissue undergo 
transformation into tissue of a higher type, and, while this change is 
undergoing perfection, the vascular supply towards the surface is di- 
minished by disappearance of many of the new temporray vessels, and 
the conditions for the growth and development of the granulations are 
correspondingly impaired. A coagulum, as long as it remains aseptic 
and sufficiently firm, furnishes an admirable support tor the granula- 
tions and delicate new bloodvessels, and constitutes the direct means 
by which the entire cavity is filled with active and exceedingly vascu- 
lar granulation tissue in a remarkably short time. Schede’s treatment 
marks a decided advancement in the treatment of bone cavities, but 
is open to the following objections: 

1. It implies an unnecessary loss of blood, which, in some cases at 
least, must be detrimental to the patient. The loss of from two to 
eight ounces of blood required to fill a bone cavity in an anemic child 
or a marantic adult might result in a collapse which a careful hemos- 
tasis would have prevented. 

2. The blood coagulum is at best but am aseptic substance. Careful 
hemostasis is one of the essential requirements of good surgery. Per 
fect asepsis is not always attainable. Recent experiments have dem. 
onstrated the fact that pathogenic microbes are more likely to become 
the cause of disease when they come in contact with substances that 
serve the purpose of a culture soil. Coagulated and fluid bood, at the 
temperature of the body furnish an admirable culture substance for a 
number of the most dangerous varieties of pathogenic microbes. In 
case perfect asepsis is not obtained, the coagulum of necessity must 
become a source of danger. 

3. The bleeding may not be sufficient in quantity to fill the entire 
cavity. In such cases the prompt and early production of embryonal 
tissue will be limited to the size of the coagulum, and the balance of 
the cavity has to close by the ordinary slow process of granulation 


and cicatrization. 
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4. The extravasated blood may fail to undergo coagulation, and fluid 
blood would not form a good medium for the rapid diffusion of the 
granulations throughout the entire cavity. 

It occurred to Dr. Senn that if in the healing of bone cavities an 
absorbable, firm, antiseptic substance could be substituted for the co- 
agulum, it would present a number of advantages not obtainable by 
Schede’s method. The substance whtch he. selected for his experi- 
mental and practical work was thoroughly decalcified bone, rendered 
not only thoroughly aseptic, but thoroughly antiseptic by keeping it 
immersed for a considerable length of time in sublimate alcohol 
(1: 5000). Before the removal of Esmarch’s bandage, and after 
thorough disinfection of the cavity, its walls and the bone chips are 
lightly dusted with iodoform before implantation is made. The wound 
is completely closed, with the exception of the lower angle, where a 


capillary drain of a few threads of catgut is introduced. 
All of the experiments were made under strict antiseptic precau- 


tions. The part to be operated on was shaved, thoroughly washed 
with warm water and potash soap, and disinfected with a 1: 2000 solu- 
tion of sublimate. The same solution was used for irrigation during 
the operation. The bone was exposed by a straight incision, and af- 
ter reflecting the soft parts the bone defect was made either with a 
trephine or chisel, the former instrument being used mostly in the 
operations on the skull, and the latter in excavating the long bones. 
The operations on the extremities were rendered bloodless by using 
elastic constriction. In all instances the cavity was filled by a piece 
of well-decalcified antiseptic bone, which was so cut as to fit the cavity 
as accurately as possible. In some cases the bone plate, after implant- 
ing it in a trephine opening, was fastened in its place by driving two 
_or more small aseptic nails into the margins of the opening. Before 
implantation the cavity and the bone plate were dusted with iodoform. 
The external wound was completely closed, without making any pro- 
vision for drainage. In some instances the plates were perforated 
with numerous small openings, so as to enable the granulations to 
penetrate it more readily and thus expedite the process of absorption 
and substitution. 





ee 




















HEALING OF ASEPTIC BONE CAVITIES. 301 


He gives the details of ten experiments upon dogs, which demon- 
strate the value of implantation of a disk or plate of decalcified bone 
after operations on the skull where re-implantation of the bone re- 
moved cannot by practised. It is applicable in cases where loss of 
bone has been sustained by injury or after operations for osteomyelitis, 
tumors. or syphilitic or tuberculous disease of the cranial bones. Im- 
plantation of decalcified bone prevents direct union between the peri- 
cranium and the brain or its envelopes. The implanted bone is re- 
moved by the granulation tissue which forms all around it, and thus a 
large mass of embryonal tissue is interposed between the soft tissues 
covering the skull and the underlying coverings of the brain, a condi- 
tion favorable to the formation of new bone at the site of the opera- 
tion. In all instances where this procedure was resorted to, the defect 
in the skull had been more perfectly repaired than on the opposite 
side, where the soft parts were brought in direct contact with the cra- 
nial contents. In cases where the trephine disks or the chips of a 
c hisel operation are aseptic and healthy, Macewen’s method of re-im 
plantation should be done; but where this plan cannot be followed, 
implantation of decalcified bone constitutes the best substitute. 

Aside from favoring the process of osteogenesis, the bone disk an- 
swers a most useful purpose in affording protection to the braim, and 
in arresting hemorrhage from the vessels of the diploé. _It is unsafe 
to rely on the hemostatic effect of the implanted bone when the hem- 
orrhage takes place from the surface of the dura mater, as in such a 
case there is danger arising from compression of the brain from a 
blood-clot forming between the disk and the dura mater, but when 
troublesome hemorrhage is encountered from the vessels of the bone, 
it is promptly arrested by pressure made by the implanted disk. If 
the implantation is intended to act as a hemostatic, then the plate of 
bone should fit the opening closely, so as to exercise direct compres- 
sion against the orifice of the bleeding vessel. Bone, when thoroughly 
decalcified, is an elastic substance ,and can be readily compressed at 
the time of implantation. He was strongly impressed with the advan- 
tage to be derived from multiple perforations in the disk, as the per- 


forations, in the first place, afford free drainage to the space between 
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the dura mater and the disk; secondly, they increase the elasticity and 
compressibility of the disk; and, thirdly, they expedite the removal of 
the disk by absorption and substitution by the granulation tissue. For 
the purpose of retaining the disk in place after implantation, one of 
two expedients may be resorted to: 

1. The opening in the bone is shaped, at least at some points, in 
such a manner that the margins are bevelled at the expense of the in- 
ternal table. 

2. Two or more fine bone nails, rendered thoroughly aseptic, can 
be driven into the margins of the opening. 

The bone plates should correspond in thickness to the opening. If 
implantation of decalcified bone after operations on the skull does not 
entirely prevent the inconveniences incident to defective repair of the 
cranial defect, it can be relied upon as a measure which is well calcu- 
lated to favor the reparative process, and to secure for the cranial de- 
fect which remains after the process of ossification has ceased, a firm, 
thick and unyielding protective cicatrix, far superior to the cicatrix 
which forms where no reimplantation of bone or implantation of de- 
calcified bone is resorted to. 

The author details ten cases in which he has practiced the method 
which he advocates, mainly with entire success, following which he 
gives general directions for treatment of bone defects by implantation 
of antiseptic decalcified bone, viz. 

1. Decalcification and disinfection of bone.—A fresh tibia of an ox 
is the best material for decalcification. The bone is cut in sections 
two inches in length, and, after carefully removing the medullary tis- 
sue, is kept in dilute muriatic acid, the fluid being changed every few 
days until the process of decalcification has been completed. After 
this has been accomplished the bone can be readily cut into pieces 
about one millimetre in thickness, making the sections paralled to the 
long axis of the bone. The acid is then removed by washing and by 
keeping the bone immersed in a weak solution of caustic potash. The 
bene is then rendered antiseptic by keeping it until it is needed in a 
solution of sublimate in alcohol 1: 500 in a wide-mouthed bottle, which 


is kept hermetically sealed by a glass stopper to prevent evaporation 
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of the solution. When the bone is needed, it is taken from the bottle 
and placed in a five per cent solution of carbolic acid, or a weak solu- 
tion of sublimate. In making the plates or disks for filling a cranial 
defect the bone is cut so as to correspond in thickness to the bone re- 
moved, and accurately to fit into the opening. A number of small 
perforations in the disk or plate should always be made, as through 
these openings the space underneath the bone is kept drained; at the 
same time the early entrance of granulation tissue into these openings 
effects fixation of the bone za situ and favors the early removal of the 
implanted substance by substitution with permanent living tissue. Be- 
fore implantation both sides of the plate should be dusted with iodo- 
form. For packing bone cavities the decalcified bone shouid be cut 
in thin slices or chips, which should be laid upon a compress of asep- 
tic gauze, so as toremove the surface moisture, when they are dusted 
with iodoform before they are implanted into the cavity. Aseptic de- 
calcified bone drains, in the absence of more suitable material, can be 
used in packing bone cavities. 

2. Asepsis at the seat of implantation.—The most essential condi- 
tion for success in the treatment of bone defects by implantation of 
decalcified bone is a perfectly aseptic condition of the tissues to be 
brought in contact with the implanted bone. This condition is easily 
procured in operations on bones for lesions other than those caused 
by infection with pus microbes, such as tumors, parasites, and tuber- 
culous and syphilitic affections uncomplicated by suppuration. In the 
surgical treatment of these affections after the removal of the diseased 
tissue the seat of operation must be aseptic if the ordinary precautions 
in the prevention of infection from without have been observed, In 
such cases speedy healing of the external wound and the early partial 
to complete reproduction of the lost bone are assured. 

The next most favorable cases for this procedure are circumscribed 
osteomyelitic processes in the epiphyseal extremities of the long bones 
as we observe them in cases of primary circumscribed epiphyseal os- 
teomyelitis, or in the form of a recurring attack in the same place, 
perhaps years after a diffuse osteomyelitis of the entire shaft. Under 


such circumstances the inflammatory focus can be located externally 
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by the presence of a circumscribed area of tenderness, and the tender 
spot constitutes the guide in the search for the abscess. The seat 
of inflammation is freely exposed with a chisel and the walls of the 
abscess cavity are scraped out with a sharp spoon until healthy tissue 
is reached all around. The precaution should be taken to wash out 
the cavity with an antiseptic solution before attacking the abscess wall 
so as to prevent the contamination of the healthy tissues with the pro- 
ducts of the infection by the mechanical diffusion of the pus microbes. 
For the final disinfection of such a cavity a strong solution of sub- 
limate is used, and after thoroughly drying its walls it is dusted with 
iodoform. Iodoformization of the cavity and the implantation of an- 
tiseptic bone chips are measures which are well calculated to resist 
the pathogenic action of pus microbes which might still remain, and 
in the majority of cases willsecure an aseptic healing of the wound. 
This method of treating bone cavities is also applicable after opera- 
tions for necrosis resulting from a previous attack of acute suppurative 
osteomyelitis. With a view to obtain an aseptic condition ot the cav- 
ity it is necessary that the line of demarcation between dead and living 
tissue should have formed, the involucrum must be well developed and 
the soft parts in a healthy condition. The operation which precedes 
the implantation must accomplish more than the simple extraction of 
the necrosed bone, it implies the removal of all infected tissue lining 
the interior of the involucrum and the fistulous tracts in the soft tis- 
sues. The involucrum must be laid open with the chisel sufficiently to 
expose to sight and direct treatment its entire interior for the purpose 
of removing with the sharp spoon all of the infected granulations, at 
the same time the fistulous tracts in the soft tissues must be made ac- 
cessible to the same treatment. After the thorough mechanical re- 
moval of all infected tissues the wound surfaces must be irrigated freely 
with a hot solution of sublimate, and for final disinfection a twelve per 
cent solution of chloride of zinc may be applied with a brush, after 
which the cavity is flushed again, dried and iodoformized. _In opera- 
tions for acute diffuse osteomyelitis all known surgical resources are 
inadequate in rendering the field of operation aseptic, and hence con- 
traindicate the subsequent treatment by implantation with decalcified 


bone. 
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3. Lecessity of performing the operation by bloodless method. It has 
already been remarked that in the implantation of a disk or plate of 
bone into a defect in the skull the hemorrhage from the brain and its 
coverings should be carefully arrested before the implantation is made, 
as otherwise compression of the brain might arise from accumulation 
of blood underneath the implanted bone. The disk or plate may be 
relied upon in arresting hemorrhage from the vessels in the bone which 
by other measures it is sometimes found difficult to control. In the 
treatment of bone cavities in regions where it is possible to render the 
operation bloodless by elastic constriction, this should always be re- 
sorted to, as it prevents unnecessary loss of blood during the operation 
and enables the surgeon to resort to means and measures for procur- 
ing an aseptic condition, which otherwise it would be impossible to 
apply with the same degree of thoroughness and efficiency. Unless 
special indications present themselves the elastic constriction is con- 
tinued until after the dressing has been applied. 

4. Implantation. Inthe treatment of a bone cavity by implanta- 
tion with decalcified bone, the chips are poured into the cavity and 
are packed quite firmly until the surface of the cavity is reached. The 
bone chips act as an antiseptic tampon which arrests the free oozing 
from the surface of the bone which always takes place after the re- 
moval of the constrictor. Some blood escapes between the bone chips 
and coagulates at once, thus forming a desirable and useful cement 
substance, which permeates the entire packing and temporarily glues, 
as it were, the chips together and the entire mass to the surrounding 
tissues. 

5. Treatment of external wound. The periosteum should be care- 
fully preserved in exposing the bone and, after the implantation, is su- 
tured over the surface of the bone chips with catgut sutures. If the 
bone is deeply located, it may become necessary to apply another row 
of buried sutures in bringing into accurate apposition other soft parts. 
The skin is finally sutured with silk. It is of great importance to se- 
cure accurate apposition of the divided soft parts in order to preserve 
for its subjacent bone all of its natural coverings. 


6. Drainage. In some instances it would be undoubtedly superflu- 
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ous to secure any form of drainage, as when the cavity is perfectly 
aseptic and hemorrhage is not in excess of requirements, healing of 
the entire wound would be accomplished under one dressing. _Expe- 
rience, however, has taught me that tension arising from extravasation 
of blood often exerts an injurious influence upon the process of heal- 
ing and should be carefully avoided. As it is desirable to heal as 
much of the wound as possible without interfering with drainage, an 
absorbable capillary drain has been invariably introduced in the lower 
angle ofthe wound. A string of catgut twisted into a small cord an- 
swers an admirable purpose. 

7. Dressing of wound. The wound is covered with a strip of asep- 
tic silk over which a few layers of iodoform gauze are applied. Over 
this a cushion of sublimated moss is placed with a thick layer of sali- 
cylated cotton along its margins for the purpose of guarding more se- 
curely against the entrance ot unfiltered air; the whole of it is retained 
by a circular bandage of gauze evenly and smoothly applied. For 
the purpose of securing absolute rest for the limb it is placed upon a 
posterior splint and kept in a slightly elevated position. If no indica- 
tions arise, the first dressing is not removed for two weeks, when the 
entire wound will usually be found healed, except a few granulations 
at the place where the catgut drain was inserted. A smaller antiseptic 
compress is applied and the limb dressed in a similar manner. It is 
advisable to enforce rest not only till the external wound has healed, 
but untilthe whole process of repair has been completed, which em- 
braces a period varying from four weeks to three months, according to 
the size of the cavity and the age of the patient. 

8. Secondary implantation. If an operation is followed by suppu- 
ration, the result of imperfect antisepsis, tubular drainage must be es- 
tablished and the same treatment pursued as in suppurating wounds. 
If suppuration takes place soon after the operation and is profuse, it is 
probable that all of the bone chips will be lost. If it develops after 
granulation tissue has had time to form and the purulent discharge is 
moderate in quantity, the prospects are that the bone will remain and 
serve its purpose as a nidus for the granulation tissue. In such cases 


an antiseptic irrigation should be made every three or four days unti 














HEALING OF ASEPTIC BONE CAVITIES. 367 


suppuration has ceased. Ifthe bone chips are lost by suppuration or 
have to be removed for the purpose of a more thorough disinfection of 
the cavity, no attempt should be made at re-implantation until suppu- 
ration has been arrested, or, in other words, until the cavity has become 
lined with granulations, andis in a comparatively aseptic condition, 
when the time for secondary implantation has arnved. After the cav- 
ity has been irrigated with a strong antiseptic solution it is dusted 
with iodoform and the granulations are scarified in a number of places 
for the purpose of obtaining a sufficient amount of blood to fill the 
spaces between the bone chips, which are implanted in the same man- 
ner as in the treatment of a recent cavity. Complete closure of the 
external wound under these circumstances is seldom obtainable and 
the surface of the exposed portion of the cavity should be provided 
with a thin layer of Schede’s moist blood-clot. The antiseptic prop- 
erties of the material used in packing the cavity exerts a potent influ- 
ence in maintaining asepticity after secondary implantation. 

The author closes his paper with the following conclusions: 

1. Antiseptic decalcified bone is the best substitute for living bone 
grafts in the restoration of a loss of substance in bone. 

2. In the treatment of bone cavities, antiseptic decalcified bone is 
preferable to Schede’s blood-clot, as it is not only a perfectly aseptic, 
but at the same time also a strongly antiseptic substance. 

3. Implantation of a disk or plate of antiseptic decalcified bone into 
a cranial defect may be relied upon as a hemostatic measure in ar- 
resting bleeding from the vessels of the diploe, it constitutes a good 
temporary substitute for the lost portion of the cranium, it prevents 
the direct union of the brain or its envelopes with the pericranium, 
and, finally, it furnishes the most favorable condition for the produc- 
tion of new bone from the margins and the closure of the remaining 
defect by a firm and unyielding membrane. 

4. The packing of an aseptic bone cavity with chips of antiseptic 
decalcified bone guards against unnecessary loss of blood and exerts 
a potent influence in the prevention of infection by pus microbes that 
might have remained upon the surface of the wound or in the tissues. 


5. Capillary drainage by an absorbable drain should be established 
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after implantation for the purpose of preventing the accumulation of 
more blood in the wound than is necessary to form a temporary ce- 
ment substance between the bone chips and between the contents of 
the cavity and the surrounding tissues. 

6. In the treatment of an aseptic bone cavity by implantation of 
chips of antiseptic decalcified bone, the packing answers the purpose 
of an antiseptic tampon and furnishes the best medium for the growth 
and development of the tissue resulting from the regenerative process 
initiated by the trauma. 

7. Secondary implantation can be successfully practised in the treat- 
ment of a suppurating bone cavity after suppuration has ceased, and 
the cavity can be transformed into the same favorable conditions for 
healing as an aseptic wound. 
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GENERAL SURGERY. 


I. Changes in the Value and in the Manner of Draining 
Wounds. By Hans Scumip (Berlin). The author believes that 
rubber tubes are frequently compressed by the dressing and bandages, 
as they are now applied to wounds after operation, and that their bene- 
fit is an illusion. On the other hand, infections of wounds after opera- 
tion are represented by two types—either a diphtheritic slough appears 
on both walls of the wound after union of the skin over the wound; 
or else a phlegmonous inflammation of the tissue obtains. 

In neither of these two cases are drainage tubes of any avail, but if 
an abscess was formed by the secretion in the wound turning puru- 
lent it would be only by chance that such an abscess would be evac- 
uated through the drainage tube; moreover it requires several days 
for such an abscess to form, and the formation of such an abscess is 
never a menace to the patient’s life. 

Drainage tubes are frequently stopped up at both ends by clots or 
granulations. 

Moreover, they always act as foreign bodies, and may prove disas- 
trous to an aseptic course by containing air. 

Finally the presence of drainage tubes calls for an unnecessary 
change of dressing. 

In pursuance of these views the author has treated between 600 and 
goo major surgical operative cases without drainage tubes; such as re- 
sections of the hip, elbow, knee, foot and hand; amputation, extirpa- 
_ tion of tumors of all sizes and in all regions, and has done so for a 
period of two years. In all cases he was contented with the results, 


and no case gave cause for more serious apprehension; but once in a 
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while retention of bloody serum occurred which occasionally (if not 
quickly let out) would turn purulent. 

The author used carbolic acid in 2% solution for the instrument and 
sponges, and!/,o., sublimate solution for the hands, catgut in alchol 
and silk in carbolic acid, and soaks the field of operation in ?/,99) sub- 
limate solution for 24 hours before operation. 

For septic wounds he recommends free incision, with iodoformised 


gauze tamponing. Serliner Klintk heft 11, Mai 1889. 
W. W. VAN ARSDALE, (New York). 


II. The Treatment of Wounds with Sugar and Its Re- 
sults. By Dr. Jacop DANNHEISER (Landau). This is a resumé of 
the results obtained in the Strassburg clinic with sugar as a dressing 
for wounds in major and minor operations of diverse nature. The 
cases were treated in the service of Prof. Luecke. The author does 
not claim that the sugar dressing meets all the requirements of an ideal 
dressing but its cheapness and its easy preparation are much in its 
favor. At first the sugar was united with other antiseptics as naph- 
thalin and sugar, equal parts. With the exception of '/,, iodoform in 
tuberculous processes, sugar is used now in its pure form of finest 
powder. The sugar is brought directly upon the wound in the form 
of a sac, without the intervention of protective. The material used for 
this sugar sac consists of muslin from which the oil and fats have been 
carefully extracted and then sterilized. Sublimate or carbolic acid 
must not come in contact with the bandage. The sugar is spread be- 
tween two pieces of muslin in a layer about $ cm. thick, the edges of 
muslin are then folded. The sac must overlap the wound to the ex- 
tent of 2cm. in all directions. This is fastened in place by muslin 
bandages prepared as above, reinforced by cotton. There is no gutta 
percha tissue used. The moisture from the wound comes in contact 
with the air but the wound itself is protected by the layer of sugar. 
Sugar does not possess the absorbent qualities of other dressings, as the 
Bruns’ absorbent wood wool. The wound acts in a very satisfactory 
manner with the sugar dressing provided there is no marked suppura- 
tion. The wound has a good appearance and its edges do not appear 


irritable. In one case of mamma carcinoma was eczema noticed on 
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the surrounding surface. The dressing remains upon the wound from 
6 to 8 days. The dressing could remain without change upon the 
wound for 14 days were it not necessary to shorten or change drains. 
Sugar may be used in powder form dusted directly upon the wound, in 
cases of ulcers on the extremities or suppurating carcinomata. Sugar 
is not in itself antiseptic; on the contrary the greatest care must be ex- 
ercised in its selection and preparation that it be free from impurities. 
It simply serves to protect any wound which has been previously well 
washed with sublimate or any other antiseptic fluid from contamination 
with infectious matter in the atmosphere. Once in contact with the 
secretion of a wound sugar generates lactic acid and this guards 
against any decomposition.— Deutsch. Zeitsch. f. Chir., bd. 29, hft. 4. 


HENRY Kop ik (New York). 


III. The Influence of Glucose in Suppuration. By Opo 
Bujrvip (Warsaw). - Bujrvid suggested that, in patients suffering from 
diabetes with profuse suppuration, either the staphylococcus pyogenes 
aureus is developed more abundantly on glucose pabulum, or the tis- 
sues are not able to destroy the staphylococcus when glucose is present. 

Experiments proved the first hypothesis to be wrong; tor cultures in 
meat peptoned agar, with an addition of 5-100 glucose, were more slowly 
developed than in common agar. Then Bujrvid examined the second 
hypothesis experimentally, first finding the quantity of suppurative cocci 
that may be injected subcutaneously into an animal without causing 
suppuration. It was found that when the same quantity of staphylocci 
in a sterilized solution of glucose (25-100) is injected, there arises an 
abscess. The same result is reached if, after the minimal incorpora- 
tion of the cocci, the tissue is irritated by an injection of a water solu- 
tion of glucose. If, however, about three days are allowed to pass 
after the injection of the staphylococci, during which time the cocci 
are destroyed by the tissue, subsequent injections of 12-100 solution of 
glucose do not produce abscesses. On the other hand, that quantity 
of staphylococci which is normally borne by animals without reaction, 
in animals subjected to intravenous injections of glucose produces se- 
vere phlegmonous appearances with gangrene of the skin, as in cases of 


diabetes.— Centralblatt f. Bakteriologie, vol. iv, No. 19. 
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IV. A New Method of Treatment of Tuberculous Pro- 
cesses. By A. LANDERER (Munich). The author, basing his exper- 
iments upon the good results obtained with the use of Peruvian balsam 
after excision of the hip-joint, made trial of this agent in 70 cases of 
surgical tuberculosis. The remedy was applied either pure, incor- 
porated in plaster, or, as for instance, in tubercular disease in the 
neighborhood of bones and joints, as well as for soaking tampons, in 
etherial solution. A mixture of Peruvian balsam with almond oil and 
mucilage of acacia was also found to be a ready means of reaching 
points of tuberculous focci, where the above means were found inap- 
plicable (tuberculous cystitis, etc). 

The application of Peruvian balsam was not made upon any sup- 
posed anti-bacterial or germicidal action, but only for the purpose of 
stimulating the formation of healthy cicatricial tissue and improving 
the vital resistance of the tissues to the invasion of the tuberculous 
process. 

Intravenous injections, as well as its use subcutaneously, was re- 
sorted to by Landerer, basing its use by these means upon the fact 
that corpuscular elements, such as cinnabar, etc., are deposited in 
diseased animals, by preference in localities where inflammatory affec- 
tions existed, or injuries had been sustained. 

The results obtained by Landerer do not appear to be the most bril- 
liant imaginable, inasmuch as what seems to be about the usual pro- 
portion of local recurrences and resulting fistulas occurred. Should his 
claim to the superiority of this material be sustained, however, it will 
have the happy effect of dispensing with some of the more grave oper- 
ative procedures for tuberculous diseases, and substitute therefor less 
formidable means, such as curetting, partial resection and erasion. 

In this connection attention may be called to the iodoform treatment 
of tuberculous abcesses, particularly those deep and gravitating ab- 
scesses following spondylitis. The well known unfavorable, almost 
hopeless, outlook in this class of cases, in spite of Treve’s suggestion 
to attack the spinal column itself, with the view of removing the dis- 
eased bony structure, will lead the surgeon to hail with delight any 


means which may hold out the slightest hope of relief. Despite the 
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results of experimenters and theorists, P. Bruns, of Tubingen, still pins 
his faith to iodoform in this class of cases, at least. This surgeon 
(Bruns, Bettrége zur Klinischen Chirurgie, bd. iv, heft 1) punctures 
the psoas, lumbar and other abscesses secondary to Pott’s disease, and 
follows this by frequent injections of an emulsion of iodoform in oil. 
The most brilliant successes are said to have followed this method of 
treatment. For instance, in a group of 12 cases of large spondylitic 
abscesses, 10 were cured. In another series of 35 cases, 24 were com- 
pletely healed. Surely no other method of treatment heretofore de- 

Munchener Med. Wochen- 
schrift, 1888, Nos. 40 and 41; 1889, No. 4. 





vised has given such excellent results. 


V. Clinical Study of the Etiology of Tetanus. By Dr. 
RicocHon. ‘The author comes to the followingconclusions: Tetanus 
is a true infectious disease. It is conveyed through the medium ofthe air 
and also through direct contact. Solid hoofed animals are particularly 
liable to attacks of the disease and convey it most frequently; the next 
most frequently liable to the disease are man and the ruminating 
animals. The germs of the disease may be scattered about from those 
affected with the disease and be preserved for a long time in dung, 
earth or water. Agricultural instruments, therefore, which are kept in 
barns, outhouses, etc., become the common medium of infection; this 
seems to explain the frequency with which tetanus follows wounds of 
the hands and feet among the rural population in certain districts. If 
the germs are collected together in sufficient quantities in the earth in 
a given area, it may happen that the disease will become endemic. The 
thought suggests itself that, under certain conditions of climate, the 
germs of tetanus may be propagated, the earth becoming the cultivat- 
ing medium.—Gaz. Hebdom. de Med. et de Chir., 1888, No. 35 
and 36. 


Geo. R. FowLer (Brooklyn). 


VI. Onthe Nature of Ozcena. By Dr. K. Scuucnuarpi1 
(Stettin). This is an attempted explanation of ozcena, on the basis 
of a suggestion of Von Volkmann. The various theories including 


the bacillary are rapidly reviewed and discarded. His own rests on 
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two general observations: 1. The foul odor so commonly emanating 
from softening and decomposing epithelium beneath the foreskin, be- 
tween the toes, in the navel or even the axilla, and less often from the 
uterine canal or the ear. 2. The transformation or metaplasia of cy- 
lindrical and ciliated epithelium into layers thin or thick of common 
pavemcnt epithelium, even to cornification on the surface, a process 
studied by F. Neelsen (1887) on the urethra and the trachea, and by 
A. Zeller on the epithelial lining of the uterus. Back in 1882 Volk- 
mann published his observations that regularly in ozoena the ciliated 
epithelium of the nasal fossa was changed to pavement epithelium. 
Then Zeller investigated the transformation of the uterine cylindrical 
epithelium, by chronic catarrh of the womb, into stratified pavement 
epithelium, which may cornify on the surface. By this peculiar pro- 
cess, and changes at the same time in the deeper layers (disappearance 
of glands, formation of papilla), the mucous membrane acquires almost 
the character of the external skin—‘“‘it is epidermoidized.” Since an 
excess of the epithelium is not so easily thrown off in the uterine cav- 
ity as from the external skin, decomposition sets in; consequently this 
form of chronic metritis is often enough attended by an extremely 
stinking discharge. 

To make a comparative study Schuchardt took some small particles 
of nasal mucous membrane extracted by Volkmann in cases of ozcena. 
Microscopical sections from two cases are described and _ illustrated. 
The ciliated and cylindrical epithelium had vanished. Pavement epi- 
thelium had replaced it, cornified in one case of long duration where 
there was also cicatricial and granulation tissue and an absence of 
glands. Excepting the cartilage-walled and the olfactory regions, the 
nasal mucous membrane normally bears ciliated columnar epithelium. 
Such metaplasia has been casually noted, mostly in cases of ozcena, 
by Max Schultze (1862), H. Krause (1881), E. Frankel (1882), and 
Habermann (1886). A like process naturally also affects neighbor- 
ing mucous membrane, causing dry pharyngitis, etc. 

He endeavors to generalize the position taken, by citing illustrations 


of metaplasia in other parts of the body, as a cancroid in a pulmonary 
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cavity, an epithelioma of the urethra, etc.— Volkmann’s Samml, klin. 
Vorirg, 1889, No. 340. 


WILLIAM BROWNING (Brooklyn). 
VASCULAR. 


I. Onthe Operative Technique of Ligating the Inferior 
Thyroid Artery. By Pror. Rypycier (Cracow). In addition to 
his 12 recently-published cases of ligation of the afferent thyroid ar- 
teries for goitre, Rydygier has done the operation 4 times. In his last 
2 cases he has attempted to remedy the objection that when the sub- 
thyroid is tied according to Drobink’s method 4 striking scars re- 
mained on the neck. His modification is also presented as a simpli- 
fication. 

After turning the patient’s head to the other side, make a6to 8 
cm. long incision, 2 cm. above and parallel to the upper clavicular bor- 
der. This crosses the posterior edge of the sterno-cleido muscle so 
that scarcely half lies transversely over the muscle. _ Divide skin pla- 
tysma and superficial cervical fascia. Work with both forefingers be- 
neath the sterno-cleido, seeking by pulling up and down to separate 
the loose connective tissue beneath the muscle and to gain the inner 
border of the scalenus anticus muscle, and even further masially. The 
larger vessels and the vagus remain on the posterior surface of the 
sterno-cleido, being together displaced upward by the finger. With 
one or two very long blunt hooks in the opening thus formed draw 
vessels, nerve and muscle forward so that the opening shall gape well. 
If this has been bored far enough mesially from the scalenus the thy- 
reo-cervical trunk can be seen pulsating on the inner border, and the 
subthyroid arching around mesially. . These two vessels may be further 
substantiated by the superficial cervical artery crossing the opening, or 
the ascending cervical passing upward. With two sufficiently long an- 
atomical forceps, that the view be not obscured by the hands, the ves- 
sel can be readily isolated, a double thread placed around it, and 
then twice tied. The vessel is then severed between the ligatures. 
His experience does not bear out Billroth’s, that this vessel is specially 


fragile. Large lymphatic glands are removed when in the path. The 
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phrenic nerve is usually seen as it crosses from above and outward 
over the anterior scalenus inward, but need never be injured. Some- 
times the subthyroid is partially hidden under the inner edge of the 
scalenus; here the muscle must be pressed flat to gain access. 

The transverse incision is better obscured by the plication of the 
cervical skin, and is besides so low as to be usually covered by the 
clothing. In these two cases he has also exposed the suprathyroids 
by a cross incision, and thinks the scars less noticeabte.—Cen/td/. f. 


Chirg., 1889, No. 14. 


II. Ligature of the Uterine Vessels. By A. v. Guparorr 
(Moscow). ‘The author calls attention toa new method of ligaturing 
the vessels of supply of the uterus (the uterine artery, the utero-ovar- 
ian and the artery of the round ligament), at the same time preserving 
the vaginal anastomoses, in order to avoid necrosis of the parts. 

The incision is made as for the operation for extra-peritoneal liga- 
ture of the common and internal iliac (Pirogoff). The tendinous mar- 
gin of the transversalis is to be avoided, in order to facilitate separa- 
tion of the peritoneum. The lower angle of the wound should reach 
to the internal inguinal ring. After separating the three layers of ab- 
dominal muscles and the transverse fascia, the peritoneal sac _ is loos- 
ened from the iliac fossa, and the point of division of the common iliac 
artery sought for along the inner edge of the psoas magnus muscle. 
By the aid of a Sim’s speculum the parts are separated, the loosened 
peritoneal sac being retracted toward the median line, the internal iliac 
artery may be followed into the lesser pelvis, and the uterine artery 
seen arising therefrom. The point of crossing of the artery with the 
ureter, which now becomes visible, is the surest guide in the search for 
this vessel. ‘The utero-ovarian artery, accompanied by its veins, as it 
passes along the peritoneal sac, is easily isolated, brought into view in 
the same wound and ligatured. Theartery of the round ligament may 
be found in the lower angle of the wound, and ligated separately, or 
the ligament may be tied ev masse. In order to dispense with the ne- 
cessity for its rather difficult isolation, and to accomplish the result 


without risk, it is suggested to isolate the inferior epigastric artery and 
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ligature it in the same wound, at a point just before its crossing with 
the ligament. 

It may be a question as to the field which this new operation is to 
occupy in the surgery ot the pelvis. The author states, as the result 
of his own observations and studies upon the subject, that, in his judg- 
ment, the following conditions may be mentioned in which it is un- 
doubtedly indicated. 

1. Inoperable carcinoma of the uterus, accompanied by free hamor- 
rhages. 

2. Intra-ligamentous tumors and sub-serous myoma; the ligature 
may be done preliminarily to a hysterectomy. 

3. Persistent uterine hemorrhage, the especial origin of which can- 
not be determined, and in which other measures prove futile. 

Gubaroff has himself performed the operation only upon the cada- 
ver, but Prof. Sneguireff has applied it to a single case, the nature of 
which is not stated, and a favorable result is claimed. The artery of 
the round ligament was not tied in this case.—Centralblat f. Chirur- 
gie, No. 22, 1889. 


GEORGE R. FOWLER (Brooklyn). 
GENITO-URINARY ORGANS. 


I. Suprapubic Lithotomy in Children. By Dr. Leonry P. 
ALEXANDROFF (Moscow). Dr. Alexandroff, house surgeon to St. 
Olga’s hospital for children, has used high lithotomy in 26 out of 36 
children (aged from 22 months to ro years, mostly from 2} to 7), ad- 
mitted for lithiasis during the last two years. Every one and all recov- 
ered. In the first two cases, the vesical wound was left open, anda 
drainage tube was introduced into the bladder; the wound healed com- 
pletely on the 47th and 21st days respectively. In the remaining 24, 
the vesical wound (measuring 2 or 2$cm.) was closed with sutures (about 
5 in number), and a catheter a demeure was inserted into the viscus. In 
the first 16 of the 24, a drainage tube was introduced simultaneously 
into the antevesical space (for 5 or 6 days) and the remaining portion of 
the abdominal wound closed with silk. In 15 of the 16, the outer 


wound healed fer primam, recovery taking place on an average, in 18.3 








378 INDEX OF SURGICAL PROGRESS. 


days; in 1, the wound gave way to heal with a stellated scar on 
the 36th day. In the last 8 (of the 24 vesical suture cases), the whole 
abdominal wound was closed with a three-efage (muscles, aponeurosis, 
skin) suture. In all the incision healed fer primam in from 7 to 10 
days. The stone measured from 1 to 4.75 cm. in its longest diameter. 
The temperature rose to 39° C. during a few first days after the opera- 
ation in 3 cases, to 38° C. in 6, in the remaining the after-course being 
wholly apyretic. A slight admixture of blood in the urine during the 
first 3 or 4 days was noticed in 3 patients only. In all the cases, strict 
antiseptic precautions were adopted. 

Dr. Alexanderoff’s general conclusion may be given as follows: (1) 
High section represents the best cutting operation for vesical stone in 
children. (2) The vesical wound should always be totally closed with 
interrupted sutures. (3) The best material for the latter is ordinary 
silk, which is better disinfected, and allows a better insertion of the 
suture, than catgut. (4) The antevesical drainage is not only quite 
superfluous, but even injurious, since it retards the healing powers and 
gives life to the formation of (temporary) fistula. (5) The catheter a 
demeure may be safely removed by the end of the first 3 days, and 
sometimes even in 24 hours after the operation. (6) An alkaline urine 
does not contraindicate closing the vesical incision with sutures. (Dr. 
Alexandroff ’s series is not included in Dr. N. V. Solomka’s collection 
of Russian high lithotomies.) Vratch, No. 18, 1889, p. 409; also S¢. 
Olga’s Hospital for Children Reports, 1887, ANNALS OF SURGERY, Vol. 
X. p. 125, Sept. 1889. Eb. 


II. Two Cases of Suprapubic Lithotomy. By Dr. J. J. 
MAKKAVEEFF (St. Petersburg). The author describes his 12th and 13th 
cases of high section(his first 10 cases operated upon during the praan- 
tiseptic period, were published in the AMeditzinsky Vestnik, Nos. 23-33, 
1889). They referred to the patients, aged from 2 to 17, of whom 2 
died on the r1th and 35th day respectively, while the others recovered 
in from 30 to 97 days. The 11th case an antiseptic one was reported in 
the Vratch, No. 13, 1884. ‘The patient, zt. 22 years, recovered in 45 


days. All the 13 are included in Dr. Solomka’s collection. Ep. 














GENITO-URINARY ORGANS. 379 


A well-nourished man of 35, with symptoms of about 12 months 
standing, and with highly turbid and faintly acid urine. The operation 
was conductéd under all antiseptic precautions, the bladder being filled 
with a boracic solution. The stone weighed 2.17 grammes, measured 
2XI. 5x1 cm., and consisted of urates. The vesical incision was totally 
closed with silk efage sutures, the ante-vesical space drained, the rest 
of the abdominal wound sewed with silk, the bladder supplied with 
Nelaton’s catheter, and the wound thoroughly treated with iodoform 
and covered with an antiseptic dressing. The after-course was abso- 
lutely apyretic and generally left nothing to be desired. Both of the in- 
cisions healed per primam,recovery being complete about the 25th day. 

II. A fairly well-nourished boy et. 5 years, with symptoms of 24 
years’ duration, and faintly acid urine containing flocks. The bladder 
was filled with a tepid 3% boracic acid solution. The (urate) stone 
weighed 9 grammes and measured 8x2, 5x2 cm. The vesical wound 
was left open, (no Nelaton’s catheter being at hand) and 
furnished drainage; the abdominal wound was_ sutured down 
to the site of the tube and treated with compresses soaked in a 
corrosive sublimate solution; the bladder daily washed out with the 
same fluid. For the first 5 days the boy suffered from fever (39° C. in 
the evening) and was generally uncomfortable. From the 11th day 
the urine commenced to flow through the urethra. The abdominal 
incision united fer primam, except the lower angle, recovery ensuing 
about the 21st day, 

In common with Drs. Solomka, Jakovleff and Alexandroff, Dr. Makka- 
veeff emphatically advocates closing the vesical wound with sutures,since 
the procedure reduces the risk from the operation to a minimum and 
at the same time secure a comfortable after-course both for the patient 
and surgeon, while in such cases where the incision is left open, there 


is always present a serious danger of its getting infected, the patient’s 
state ig painfully uncomfortable and the surgeon’s task very troublesome 
and laborous. Generally, the high operation with vesical suture de- 
serves the most careful consideration of surgeons. The best plan is 
thought to consist in sewing the vesical incision with silk efage inter- 


rupted sutures, and introducing into the biadder a catheter a demeure 
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for a possibly prolonged period. In his 11th case (vide supra) where 
the wound was closed with catgut and the catheter removed on the 8th 
day, the incision gave way on the roth day, the urine oozing into the 


dressing for the next few days.— Vratch, Nos. 7 and 8, 1889. 


IX. Case of Suprapubic Lithotomy for an Enormous 
Vesical Stone. By Dr. Pompe: I. MuLTANovsky (St. Petersburg). 
A highly emaciated man, et. 33 years, father of 5 children, applied to 
the author, in 1875, on account of vesical disease, of 21 years stand- 
ing, with complaints of agonizing, painful and excessively frequent 
vesical tenesmus, the urine escaping drop by drop and representing a 
feted puriform matter. A catheter struck a stone-hard immovable 
mass just within the outlet of the viscus, but could not be pushed 
further in any direction. An enormous stone having been diagnosed, 
high cystotomy was resorted to as the only applicable operative pro- 
cedure. The bladder, when exposed, was found to be completely 
filled up with a single concrement which could be extracted only 
through a cruciform incision measuring vertically g cm. and horizon- 
tally 6. ‘The cavity of the organ “had a truly terrifying appearance ; 
it was simply an intolerably offensive, continuous ulcer with a few islet- 
like remnants of the mucous membrane scattered here and there over 
the surface.”” A double drainage tube was introduced into the cavity, 
and the upper half of the abdominal wound closed with wire, while the 
lower one was plugged up with carbolized gauze. The after-treatment 
consisted mainly in washing out the bladder, every 3 or 4 hours, with 
a 1% carbolic solution, and the internal administration of flores ben- 
zoes, 2 grains every 6 hours. Convalescence went on most satisfac- 
torily. From the 35th day, all urine commenced to pass through the 
natural channels. When seen 2 months after the operation the man 
was well and sound, his micturition absolutely normal. The site of 
the operation was occupied by a whitish scar which could be, easily 
moved about together with the skin. He remained quite well for about 
12 years, when there rapidly developed a formidable abscess In the 
right renal region, the patient dying from urzemia about a month later, 


No necropsy was permitted. The stone removed represented an 
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equally smooth and almost regular ellipsoid, 18 ounces and 2 drachms 
(545 grammes) in weight. It measured 9.78.1 6.7 cm, its largest 
circumference amounting to 29 cm. It was composed of phosphate 
of lime. Dr. Multanovsky draws attention to the following points of 
interest. (1) As regards the size and weight of the stone, the case 
is one of the rarest on record. International literature contains not 
more than 7 cases referring to stones of larger dimensions. The cases 
were published by Cheselden (18'/, ounces); T. Fattor (20); A. Vi 
tellius (22) ; Deguises (31); T. B. Verduc (3 pounds and 3 ounces) ; 
Earle (44 ounces); Preston (51). (2) The stone had been growing on 
during 27 years, without much troubling the patient for the first 24. 
(3) The case beautifully illustrates that fact that it is never too late to 
remove a vesical stone and ¢o ifso to mend the patient’s state in all 
regards. (4) The brilliantly successtul issue of the case should be at- 
tributed to the internal use of flores benzoes, which rapidly transformed 
an alkaline urine into an acid one, and eo ifso prevented such com- 
plications as gangrene of the perivesical cellular tissue, deposition of 
urinary Salts on the wounded surfaces, etc. By the way, with similarly 
successful results and for similar purposes the author frequently admin- 
isters internally salicylate of sodium, in the daily dose of from 30 to 
40 grains, provided the patient’s heart is sound. (5) No bad conse 
quences whatever resulted from an extensive division of the sphincter 
vesicze and the detrusor urine, hence, a large crucial incision into the 
bladder may be safely recommended as a means for alleviating the ex- 
traction in all cases of unusually large vesical stones.---Vratch, No. 
49. 1888. 


IV. Etage Suture in Allarton-Dolbeau’s Median Section. 

3y Dr. Nicoial V. SoLonika (Tiflis, Russia). ‘The author proposes 
closing the perineal wound with an efage suture in thisway: lhe ure- 
thra with catgut, the deep and superficial perineal layers with silk, 
each separately. A catheter a demeure should be introduced. The 
method secures healing fer primam and is indicated in such cases 
where (a) the urine is not altered very markedly; (4) where the stone 


has been removed without inflicting any traumatic injury; and (¢) where 
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the bladder does not contain any fragment.— Zhird General Meeting 
of Russian Medical Men at St. Petersburg, No. 10, 1889. 


VALERIUS IDELSON (Berne). 


ULCERS, ABSCESSES, TUMORS. 


I. The Treatment of the So-Called Perityphlitic Ab- 
scess. By RoserT F. Werr, M.D. (New York). The author has made 
a careful study into the literature of the subject and has coupled this 
with an extensive personal experience in the treatment of this affection, 
After a complete review of all these points he submits the following 
conclusions based on observations of 100 post-mortem examinations 
and from 32 personal operations, for so-called perityphlitic abscesses. 

1. That all such abscesses originate in the peritoneal cavity, and 
there develop to an appreciable size before invading extra-peritoneal 
tissues.or viscera. 

2. That as stercoral accumulations or ccecal perforations are so 
rarely met with as causes of perityphlitic tumor or abscess, they should 
not be considered from a clinical view in any given case. 

3. That in an attack of perityphlitis originating, as it generally does, 
as a perforation, or as a gangrenous condition of the appendix vermi- 
formis, all use of purgatives or enemata is, in the beginning of a case, 
to be avoided, and the immobilization of the patient is to be insisted 
on, and aided, if necessary, by anodynes. 

4. That if a tumor be found, it be opened by a lateral incision as 
soon as symptoms, constitutional or local, indicate the formation of 
pus. 

5. That if symptoms indicating an increase of the local peritonitis, 
such as the persistence of vomiting, spreading pain, abdominal resis- 
tance and temperature elevation, continue with or without the forma- 
tion of tumor, for a period of 48 hours, the danger of the disease is 
greater than the proposed lateral or median laparotomy, which should 
then be immediately resorted to. In many instances even a less time 
should be afforded the consideration of the disease before operat- 
ing. 


6. If a general peritonitis be suspected, corroboration can often be 
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obtained by abdominal aspiration with a fine needle employed in 
places other than in the right iliac fossa, and particularly by a deep, 
hypogastric puncture into the pelvis, the bladder being first emptied. 
However, if left in doubt, it is better to operate. 

7. [Sub judice.| That if general suppurative peritonitis be found 
at a laparotomy, lateral or median, avoid tog much handling of the in- 
testines, and trust to either temporary irrigation with large glass tubes 
(Tait’s), or, more rationally, to permanent or repeated irrigation and 
fluid distention of the abdominal cavity, as advocated by Greig Smith 
and by Penrose. 

8. [Sub judice|. To meet the obstruction symptoms due to septic 
paralysis of the bowels, which often persist after a laparotomy for sup- 
purative peritonitis, saline purgatives and repeated washing out of the 
stomach should be resorted to, even though vomiting be present to a 
marked degree. Enterotomy may also, in exceptional cases, be en- 


tertained.— Medical News, April 27, 1889. 


II. Treatment of Suppurative Psoitis by Trephining 
the Pelvis. By MicHEL GANGoLprRE (Lyon). The author consid- 
ers that: (1) Infectious or even traumatic psoitis is of exceptional 
gravity, whether it be on account of the general condition of the sub- 
ject or the possible invasion of the hip-joint. (2) Early incision is 
the best method of preventing a fatal issue. (3) Trephining the pel- 
vis is easy, rapid, without danger and permits the establishment of 
perfect drainage of the iliac cavity. (4) The classical incisions, lum- 
bar, inguina-crural or even posterior crural, can be combined with it 
as the case may demand, if the extension of the trouble into those 


regions be ascertained.— Revue de Chirurgie, March, 1889. 


JAMEs E.| PILCHER (U. S. Army). 


III.. On the Causes of the Local Relapses of Cancer 
after Amputation of the Breast. By TROoTHAR HEIDENHAIN 
(Berlin). The author was lead to his investigations by the conviction 
that it must be possible on the specimen removed by operation to de- 
termine whether and where portions of the neoplasm had been left in 


the wound. He hoped that rules for rational operative treatment 
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could be drawn if it were possible to show where in the wound cancer- 
ous remains had been left. The investigations were limited for several 
reasons to the reverse side of amputated mamme. After hardening 
the breast in toto, division into discs perpendicular from the reverse or 
cut surface to the skin, and imbedding in colloidin, the examination 
was made on microtom-sections made in the same direction; 18 entire 
breasts and 4 cancers of the pectoralis major were examined. It ap- 
peared that in 12 of the 18 patients a local relapse was to be expected 
since it was proven that portions of the gland or the neoplasm had 
been left by the operation on the surface of the pectoral muscle. One 
of these 12 disappeared; of the 11 remaining, 8=72%, have al- 
ready suffered or died from a relapse, whilst 3 are still well. Six of the 
patients ought to have remained free from a local recurrence since it 
was shown that none of the neoplasm had been left; 2 of these are 
excluded because only operated in January, 1889; the remaining 4, 
operated between February 23 and August 3, 1888, are as yet well. 
The causes of the prophesied and also realized relapses were as follows: 

1. The pectoral fascia is extremely thin and its limits especially in 
very stout women are very indefinite, so that even by preparation it is 
not possible to free it from the muscle without leaving remnants of 
connective tissue thereon, unless the division is made directly through 
the muscle. 

2. In spare women the mamma in toto, and in stout women at 
least some lobules here and there lie firmly on the fascia and hence 
the muscle, so that in amputating above this particles of the gland are 
very easily left. 

3. Every mamma in which a cancerous nodule exists is very ex- 
extensively diseased, perhaps in toto; the epithelial cells of the acini 
proliferate with coexistent periacinous increase of the connective tis- 
sue. The cancerous nodule is where the degeneration has progressed 
farthest. Perhaps some of the late recurrences proceed from pro- 
literating acini left in the wound. 

4. In the retromammary fat, usually beside bloodvessels, run lym- 
phatics from the gland to the pectoral fascia. In two-thirds of the 


cases of mammary cancer, numerous cancerous inetastases are found 
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in these lymphatics. The epithelial proliferation quickly pushes along 
these preformed passages even through thick layers of fat to the fascia, 
so that a carcinoma freely movable on the muscle reaches as a rule 
microscopically to the muscle-surface. 

5. The pectoralis major is as a rule healthy as long as the cancer is 
freely movable upon it. It first becomes affected when a metastatic 
nodule growing independently in the fascia breaks into it, or when the 
main tumor by continual growing attacks it. Probably the cancer also 
spreads in the muscle by the lymphatics, starting from these and push- 
ing in between the fibres. 

6. Probably from contractions of the muscle and by movements 
epithelial cells are carried along with the lymph-current. 

In consequence of the thinness and uncertain limits of the fascia 
there always remain, when we attempt to separate this from the 
muscle according to present methods, remnants of connective tissue 
on the muscle’s surface, even though only microscopic, and with these 
as a rule particles of the gland lobules or local cancerous metastases 
in the retromammary lymphatics or both. In 12 of the 18 breasts 
examined, this was the cause of the prophesied and in great part al- 
ready occurring relapses. These recurrences are to be avoided by 
taking away at the operation a continuous layer of the entire muscle- 
surface. Particularly the blood-vessels traversing the muscle must be 
severed not above it as now but in it, for they are mostly accompanied 
into the fascia by cancerous lymphatics. In this way we are sure to 
operate in healthy tissue, so long as the carcinoma is freely movable 
over the muscle; the latter does not become involved until very late. 

In one case relapse was to be expected from metastases left on the 
muscle’s surface as well as from those remaining in the muscle, and in 
fact this took place. The microscopically healthy muscle was here 
found extensively invaded by numerous microscopically small cancer- 
nodules that had evidently spread in the muscle by way of the lym- 
phatics. From the materially promoting influence of the muscular 
motions and contractions on the lymph-current therein, it was to be 
presumed that thus the wide scattering of the epithelial cells had been 


produced or favored. Four other examinations of cancerous muscles 
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strengthened this view, although conclusive proof of it cannot be fur- 
nished. If the hypothesis of the transportation of epithelial cells 
along the lymphatics of the muscle by movements proves correct, then 
cancer of the muscle must be extremely malignant. Hence Heiden- 
hain collected from the statistics of v. Volkmann, Kiister and Helferich 
their operated cases of mammary cancer where this was attached to 
the muscle. The results were noticeably bad; from a total of 65 pa- 
tients only 2=3% were permanently cured (length of observation 6 
years, v. Volkmann), 7 others were not followed up conclusively, 56 
died from recurrence. From this the author considers it justifiable to 
declare a muscle attacked by cancer to be suspicious in toto. He 
proposes in every case in which the cancer is firmly adherent to the 
muscle, or even where it is only so firmly attached to the fascia that it 
may have penetrated the muscle, to perform a typical total extirpation 
of the major pectoral muscle. In that way the entire infected lym- 
phatic-tract would be removed, and thus we may believe that relapses 
from this side would be as arule impossible. Not a fibre of the mus- 
cle should be left however; probably it will be advisable to remove the 
clavicular and sternal attachments of the muscle with the periosteum, 
the relatively frequent recurrences on the sternum furnish an urgent 
warrant for this. By the removal of the pectoral the fossa of Mohren- 
heim with its glands will at the same time be thoroughly exposed for 
emptying. The operation is not more bloody than otherwise. After 
the cure functional disturbance is scarcely noticeable. 

Finally he calls attention to the fact that heretofore the microscopi- 
cal examination like the operative therapy of carcinoma has been al- 
most entirely directed to the gross primary tumor and the secondary 
affection of the lymphatic glands. Of the extension of cancer in its 
own neighborhood nothing at all was known. Nevertheless it is be- 
yond cavil that the path and the way in which the cancer spreads are 
quite different according to the kind of cancer, its anatomical structure 
and the function of the diseased organ or tissue. Perhaps it is possi- 
ble by microscopical-topographical study to determine the paths by 
which cancer spreads in the various organs, and from the course of the 


infected lymphatics to determine beyond what limits the operation 
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must extend to avoid recurrences. A second question of great import- 
tance is howthe modus of cancer-spreading changes, when it steps over 
from a primarily diseased organ or tissue to neighboring ones of other 
structure or function. Heidenhain hopes that the operative therapeu- 
tics may gain some help from systematic investigations in both direc- 
tions.—xviti Germ. Surg. Congr., Author's report in Centbl. f. 
Chirg., 1889, No. 29. 


WILLIAM BROWNING (Brooklyn). 


IV. The Early Diagnosis of Morbid Growths. By J. 
CoLLins WaRREN, M.D. (Boston).—The author remarks that the at- 
tempt to make a microscopical examination of morbid growths before 
their removal dates back to the earliest period of microscopical his- 
tology. ‘The pain and danger of inflammation attending the methods 
adopted led to theirabandonment. Antiseptic surgery, however, now 
enables us to perform such an operation almost with absolute cer- 
tainty of absence of inflammation. Local anesthesia with ether spray 
or cocaine renders the exploration free from pain. The instrument 
which the author employs consists of a small cannula, sharpened at 
the end. The calibre of the instrument varies from two to five milli- 
metres. The instrument is used by gently rotating the cannula _ be- 
tween the fingers. After the instrument has penetrated the tumor to 
the desired depth, it is withdrawn a short distance, and then entered 
obliquely, so as to cut off the column of tissue. The piece removed 
may be as large as five millimetres in diameter and three centimetres 
in length, or even longer. The fragment can be at once examined by 
means of a freezing microtome or placed in alcohol and hardened. 
The operation can readily be performed at the physician’s office and 
immediate diagnosis made. Several cases were reported, illustrating 
the information obtained by the use of the cannula. The instrument 
has been used in over one hundred cases, with little or no discomfort 
to the patient and with satisfactory results. It has been used in ab- 
dominal tumors. It has been used in one or two growths involving 
the abdominal parietes and peritoneum, but not in deep-seated organs. 
The object of the author in bringing the results of his observations be- 


fore the Association was to show that modern improvements have 
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made an old and discarded method not only practicable but a valua- 
ble addition to our means of surgical diagnosis.—American Surgical 


Association, 1889. 


V. Sarcoma of Tonsil. By D. W. CHEEvEeR, M.D. (Boston). 
A man, et. 57 years, with nasal catarrh for several years, had had an 
enlarged tonsil for a year with occasional enlarged glands, increasing 
to the point of dysphasia but without pain. ‘There were two glands on 
the left of the neck, each as large as a horse-chestnut, and the left ton- 
sil projected nearly to uvula, distended the soft palate and was as large 
as a pullet’s egg; its appearance was gray, strated or marked like the 
normal tonsil and not very hard. Under ether, the patient sitting, the 
glands, one in front of and the other behind the sterno-mastoid, were 
removed, the incision for the latter being concave upward and mark- 
ing the boundaries of the digestive triangle. A second incision was 
made upward at right angles to the middle of the other and through 
the subjacent tissues, reflecting the submaxillary gland. The lower 
jaw was then sawed in two in front of the masseter, the mouth remain- 
ing unopened and free from blood. The tumor, now being projected 
into the wound by a finger in the mouth, was readily uncovered and 
exposed in its capsule. Enucleation not seeming practicable, the dis- 
eased tonsil was removed, capsule and all, without hemorrhage or 
great difficulty. ‘The facialartery and external jugular vein were the 
only vessels ligatured. The free slit into the mouth through the phar- 
ynx was 1!/, incheslong. The pharyngeal wound was not sewed up, 
the cutaneous wound only partially approximated and the wound 
dressed with boracic gauze. The after-course was good; the patient 
being discharged on the 29th day. A small glandular tumor was re- 
moved from the same side of the neck three months later, both growths 
being round celled sarcoma. 

P. S. Connor, M.D. (Cincinnati), had had two cases and knew of 
others which had not been reported. (a) The first, a woman, et. 25 
or 26 years, was in so bad a general condition, with the disease so far 
advanced that no operation was justifiable, and she died in a few days. 
(4) The second, a man, et. 40 or 45 years, had a tumor as large as 
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the fist, which had been much irritated by operations upon it under 
the impression that it was simple enlargement. It had passed back 
behind the mucous membrane of the pharynx, pushing toward the me- 
dian line, and approaching the mid line of the soft palate in front. 
The tumor was readily reached through a slit in the cheek, and easily 
shelled out from its capsule. The disease, however, recurred two 
months later and the man committed suicide.—American Surgical 


Association, 1889. 


VI. Dermoid Cyst of the Chest. By R. J. GopLteg (Lon- 
don). A lady, zt. 30 years, had felt a sudden pain some years pre- 
viously, followed by pleurisy with effusion and empyema, the latter 
opening into a bronchus. Purulent expectoration continued until, bulg- 
ing and tenderness in the right lower axilla having appeared, an explo- 
ring needle showed the existence of a pus cavity, which was small and 
presented other peculiarities, which were explained when, at a subse- 
quent operation, the opening was much enlarged, exposing a cavity 
lined by skin and containing large masses of hair and processes from 
which hair was growing. One or two hairs had before this appeared 
in the discharges, and others had been expectorated. The most prom- 
inent of the projections were removed and the rest of the surface 
treated as far as possible with the actual cautery. The external and 
internal skin surfaces were united by sutures. The opening showed a 
marked tendency to contract and retain the discharges, but finally it 
was possible to retain a large vulcanite tube, which the patient was 
still wearing, being incommoded only by the discharge, which was thin 
and watery, probably coming from the bronchial tubes as well as the 
cyst. The failure of healing was due to the rigidity of the ribs and 
chest wall.—Zancet, April 27, 1889. 


JAMEs E. PitcHer (U. S. Army). 
BONES, JOINTS, ORTHOPZEDIC. 


I. The Treatment of Fungus Inflammation of the Knee- 
Joint by Resection. By W. ZorcE-ManTeEvuFEL, M.D. (Dorpat). 


The above is a collection of 55 knee-joint resections from the clinic of 
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Prof. V. Wahl, of Dorpat. They include the operations performed be- 
tween 1878 and 1888 inclusive and supplement the inaugural disserta- 
tion of Sack on the same subject. The material is drawn from the 
peasantry and the time consumed in the hospital has been as short as 
possible. The operation is performed without the Esmarch bandage, 
as the secondary hemorrhage is apt to cause inconvenience, and the 
absence of the bandage gives the operator certain arterial landmarks 
in his operating field which are wanting by the bloodless method. The 
curved Textor incision is made, dividing both lateral ligaments and the 
ligamentum patella. The ends of the bones are exposed and the dis- 
eased parts sawed off after division of the crucial ligaments and separa- 
tion of the soft parts. Wahl prefers sawing to curetting as in the for- 
mer method diseased foci of bone are less apt to escape observation. 
Sublimate is used as irrigating fluid. | The capsule and patella are re- 


moved in all cases, even when not diseased. ‘The ends of the resected 
bones are united with silk sutures. All drains are short and penetrate 


to the bone. lIodoform is only powdered externally on the wound. 
The whole is placedin a Volkmann splint which is removed in seven 
days to give place to a plaster bandage. 

Of the 55 cases, 38 belonged to the male sex. Four only were of 
the ages of 3, 10, 12 years. The others ranged in ages from 15 to 19 
years (17), 20 to 24 years (15), 25 to 30 years (16); over 30 years (3). 
Most were attacked by the disease before the 2oth year. The females 
were attacked, on the average, at the age of 14 years. 

In 16 cases a trauma was found the exciting cause. In 4 cases no 
apparent cause. Author agrees with Wilmer in attributing a trauma as 
an exciting cause, as arule, in the male. Hereditary etiology gave 
negative results to inquiry. In 5 cases tuberculosis of other organs 
was demonstrated. In 2 cases there was undoubted synovial disease. 
In 2 additional cases the synovial disease was primary. As a whole 
the cases were osseous forms of the disease, with or without fistulz 
and coming moderately early for operation. The gonitis had run its 
course in 5 cases, giving an angular ankylosis, necessitating resection. 

Of the remaining cases, 2 were operated upon by Volkmann’s 


method with bad results. In the remaining (48) cases the Textor 





to PPC od 














Se SE 











BONES, JOINTS, ORTHOPAEDIC. 391 


method was resorted to. Aside from the fatal cases there were com- 
plications in 10; in 3 erysipelas; in 7 cases a more or less complicated 
suppuration, necessitating amputation in one case. Two cases were 
attacked with typhoid fever. One case was operated during preg- 
nancy without accident. The duration of the treatment was on the av- 
erage 65 days. The wound complications and death are found in 
cases operated on early in the last decade; with improved methods 
these accidents have been eliminated. Secondary hemorrhage oc- 
curred in 2 cases; in 1 from the spongiosa, necessitating iodoform tam- 
ponade. In 39 cases primary intention resulted. The author in this 
includes cases which were accompanied by a very slight discharge of 
pus from the drains; by a careful disinfection of the drains this also has 
been eliminated of late years. There were 6 deaths, 11%. A child, 
et. 3 years, died of carbolic acid poisoning, 3 of general tuberculosis. 
These were not cases of operative inoculation tuberculosis. In one 
case the cause of death is unknown. In the sixth case there was a fat 
embolism of the pulmonary artery. In addition to those that died we 
have 2 cases subsequently affected with general tuberculosis. Local 
return of disease occurred in 6 cases, infrom 6 months to6 years af- 
ter operation, or immediately after operation. Sixteen cases of those 
operated may be thus far regarded as definitely cured, and not liable 
to have return of disease in loco operationis. In 6 additional cases 
cure continues after 1-1'/, years; 16 cases cured at discharge have not 
been heard from. The average shortening was 2.75 cm. In this the 


° the 


angular resections are not included. In a resection angle 70 
shortening was 11 cm. ‘The aim of all operations has been to remove 
all possible disease, to shorten the stay in the hospital as much as pos- 
sible, and to obtain a bony ankylosis with the least shortening.— 


Deutsche Zeitsch. f. Chir., bd. 29 heft 1. 


HENRY Kop.ik (New York). 


II. Kocher’s Method of Reducing Subcoracoid Dislo- 
cation of the Humerus. By Cartes A. Powers (New York). 
The author from a careful study of this method derives the following 


conclusions: (1) Of the various luxations of the head of the humer- 
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us the subcoracoid is much the most common. (2) The method to 
be employed in its reduction is, Jar excellence, that of Kocher, which 
should be applied in every recent case. (3) This procedure is logi- 
cal and safe, and may be easily and rapidly carried out. Its careful, 
accurate and thorough employment will most invariably insure success 
at the first attempt. (4) It will not succeed in those cases, happily 
uncommon, in which the capsular ligament is severely torn. (5) The 
patient should be placed in the dorsal position. (6) It is attended 
with the least possible pain to the patient, and an anesthetic is unnec- 
essary. (7) It is practically without danger to the important vessels 
and nerves. (8) The question as to whether its success depends on 
the integrity of the anterior or of the posterior part of the capsule 
must yet be considered sub judice. (9g) It rarely succeeds in the sub- 
glenoid form. (10) It is applicable to the intracoracoid cases, but 
in these the elbow should be placed behind the posterior axillary’ line 
and external rotation should be maintained for two or three minutes. 
(11) In every case in which much resistance is met with during 
the early part of the second movement the position of external 
rotation should be steadily maintained for a short period before bring- 
ing the arm forward and across the chest.— Mew York Medical Record, 


March 30, 1889. 


III. Indirect Fractures of the Pelvis. By CHARLES FFRE 
(Paris) and E. V. Ferrucuet (Paris). The authors have made a 
clinical and experimental study of neuralgia of the obturator nerve of 
traumatic origin which they present as a contribution to the investiga- 
tion of indirect fractures of the pelvis. They conclude that: (1) Vio- 
lence applied to the sacral region of a person in the genubrachial po- 
sition generally produces a fracture of the horizontal and descending 
rami of the pelvis with forward projection of the sacrum. (2) The 
line of fracture of the ileo-pubic ramus always passes over the ileo- 
pectoral eminence in the vicinity of the acetabulum, only a few milli- 
metres within the cortyloid prominence. (3) The line of fracture al- 
ways affects the thyroid foramen. (4) If the force be slight the pro- 
jection of the sacrum may be almost ##/ and the horizontal ramus 
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alone fractured; sometimes this fracture is incomplete and does not 
implicate the inner face ot the bone. (5) The obturator nerve may 
be injured by the developing callus, resulting in paralysis or neuralgia. 
(6) In spite of a concussion so severe as to produce multiple fractures 
of the ilium and sacrum, the necks of both femora were always found 
intact in the observations of the author.—Revue de Chirurgie, July, 
1889. 


IV. A New Treatment for Transverse Fracture of the 
Patella. By A. W. Mayo Rosson, F.R.C.S., (Leeds). At the Clini- 
cal Society of London, Mr. Robson remarked that, in view of the un- 
satisfactory character of the results of ordinary methods of treating 
fractured patella, and although he had never met with anaccident in 
uniting the fragments, one could not be blind to the great risk to which 
the operation exposed the patient. To avoid this he had practiced the 
following method in a case where the bone was broken just below the 
middle. The skin over and around the joint having been rendered 
clean and aseptic, the joint was aspirated. He then obtained two long 
steel pins with glass heads, such as ladies use for fastening the bonnet, 
and having thoroughly purified them, he drew the skin well up over 
the upper fragment and introduced the needle transversely through 
the skin and muscle just above the level of the upper fragment, repeat- 
ing the operation with the other needle at the upper end of the liga- 
mentum patellz. Gentle traction on the pins then easily brought the 
fragments into apposition. The ends of the pins were then clipped 
off, leaving about half an inch on either side, and the whole covered 
with antiseptic gauze. After three weeks the dressing was removed 
and no redness or other signs of irritation ‘were found. There had 
been no pyrexia and the patient had felt very comfortable all the time. 
The fragment seeming well united the needles were withdrawn and the 
patient allowed to go home wearing a plaster-of-Paris splint. Bony 
union appeared to have been obtained in this and another similar case. 
The only precaution necessary is to draw up the skin over the upper 
fragment, in order to avoid undue traction upon it when the fragments 


are approximated. The advantages of the operation are its simplicity, 
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the absence of risk and the obtaining of bony union.—Zancet, June 
1, 1889. 
JAMEs E. PILCHER (U.S. Army). 


GYN AZCOLOGICAL. 


I. Oophoro-salpingectomy for Severe Nervous Troubles. 
By Dr. Maraceo (Naples). At the Sixth Congress of the Italian So- 
ciety of Surgeons, held in Bologna, the author reported two cases of 
this operation: 

A young woman suffered from the age of 15 with convulsive attacks, 
especially severe during her menstruation; she tried to commit suicide 
on three different occasions. She had complete retroflection of the 
uterus, with lesion of the appendages. As she attempted a fourth time 
to commit suicide, I had recourse to the following operation: 


I removed the two ovaries, which had undergone cystic degeneration, 
and the two tubes, which were chronically inflamed; I destroyed the 


numerous adhesions which existed between the intestinal coils and 
the anterior surface of the uterus, and having straightened this organ, 
I fixed it to the abdominal wall. The painful attacks disappeared, and 
the patient is perfectly well. 

I also performed oophoro-salpingectomy on a woman, suffering with 
very severe nervous trouble. For several years after, she suffered with 
periodical hematemesis, but without any bad effect on her general 
health.— Med. and Surg. Reporter, June 1, 1889. 




















REVIEWS OF BOOKS 





LECTURES ON EcToPIC PREGNANCY AND PELVIC H@MATOCELE. By 
Lawson Tait, F.R.C.S., Edin., and Eng. LL. D., Birmingham. 
The ‘‘Journal” Printing Works, New Street, 1888. 


This book is a statement of Mr. Tait’s views on the subject of 
ectopic pregnancy. ‘These views are based on the remarkable experi- 
ence of 40 operative cases, 26 post-mortem examinations and about 10 
operations of other men, witnessed by the author. In classifying the 
subject, all cases are considered primarily tubal, except those that de- 
velop in the uterine wall. Ovarian pregnancy is regarded as a patho- 
logical curiosity and abdominal pregnancy only as occuring as the re- 
sult of a tubal rupture or a secondary migration from the broad liga- 
ment. Mr. Tait does not believe that a foetus under ten weeks would 
be able to resist the digestive powers of the peritoneum. The tube 
always ruptures before the 14th week when it can distend no more to 
accommodate the growing ovum. This is known as primary rupture and 
takes place when the placenta has weakened the tube. The ovum 
either falls into the peritoneal cavity or passes between the folds of 
the broad ligament. When it falls into the peritoneal cavity death en- 
sues by hemorrhage or by suppuration of the sac and subsequent per- 
itonitis. When it passes between the layers of the broad ligament it 
may undergo several changes. The ovum may go to term in the folds 
of the broad ligament or in the abdominal cavity after extrusion from 
the broad ligament. It may die and become absorded as an extra 
peritoneal hematocele or it may become an abscess, or a lithopcedion. 
Mr. Tait believes the mural form always ruptured into the peritoneal 
cavity. 

This classification possesses the merit of simplicity and we feel in- 
clined to accept it as a working hypothesis. It brings order out of a 
chaotic mass of detail. It is, however, difficult to deny primary abdom.- 
nal pregnancy when we have a case that occurs in a patient who has 
been deprived of the fundus of the uterus two years previously to the 
occurence of the ectopic gestation. 

‘The etiological factor in the production of ectopic-pregnancy is con 
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sidered to be the denudation of a tube ofits epithelium by a salpingitis 
permitting the spermatozoa to pass along through it and failing 
to urge the ovum toward the uterus until at last the ovum having 
eome in contact with the spermatozoa, becomes attached to the wall 
of the tube. 

Having briefly outlined the etiology and pathology of the subject we 
come to the interesting question of treatment and this is best con- 
sidered under three divisions: before rupture, during rupture and after 
rupture. 

Mr. Tait is doubtful if the diagnosis can be made before rupture un- 
less it be in exceptional cases but where it is made he advises immed- 
iate removal of the fruit sac. Taking this position he implies doubt 
of the correctness of the many cases where such diagnosis has been 
made and where they have been said to have been treated successfully 
by the electric current. The use of electricity is most decidedly op- 
posed. He says ‘there can be, there clearly is from the statements of 
those who have tried these plans, neither certainty nor safety about 
them.”’ Cyst puncture, injection of the sac, or “passing through it some 
kind of a galvanic current” are all grouped together as if they belonged 
to the same class. It is unnecessary to defend the diagnostic acumen 
of men like Emmet, Thomas, Lusk, Skene and many others whose 
names are allied to gynecology and obstetrics. There is little doubt 
that the diagnosis can often be made and for this reason which Mr. 
Tait should appreciate. Of the class of cases suffering from inflamma- 
tory conditions of the tubes or sterility, many of them seek aid, and it 
is after careful treatment that ectopic-gestation is most apt to occur, 
and we feel sure from our own experience and those of our friends that 
valuable diagnostic symptoms in most of these cases will lead to a 
grave suspicion of the truth. ‘Too imany cases are on recoid to doubt 
the ability of the electric current to destroy the life of the foetus and 
until better arguments are given, than these that the author urges 
against its use, it will retain the favor with which it is regarded on this 
side of the ocean. The logical objections that Mr Tait urges, are 
those of the danger of delay from hemorrhage, and the danger of the 
continued growth of the placenta after the death of the foetus. The 
first objection falls to the ground if the attendant is prepared to have 
the operation in case of hemorrhage, and the second objection has, 
we believe but little to sustain it. 

During hemorrhage Mr. Tait advised immediate operation unless 
the rupture is between the layers of the broad ligament. In this we 
thoroughly agree with the writer; and it should never be forgotten in 
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dealing with the subject of intra-peritoneal hemorrhage that the con- 
ditions in this situation are more favorable for the continuance of 
bleeding than in other parts ofthe body. He advises the operator to 
tie off the broad ligament as soon as possible, and not stop to waste 
valuable time fussing with adhesions that bleed. 

The author states that he has ‘never seen an intra-peritoneal hema- 
tocele that was not due to a ruptured tubal pregnancy,” but he evi- 
dently forgets writing in his work onthe Diseases of Women, p. 
123, “of all the sources of intra-peritoneal hematocele, I believe the 
most common to be rupture of the Fallopian tube in tubal pregnancy; 
indeed, out of seven fatal cases which I have seen this was the cause 
in six, the seventh having arisen from the bursting of an aneurism 
of the coronary artery of the stomach.” 

The essential differential points of diagnosis between the intra and 
extra-peritoneal forms is the milder constitutional symptoms of the lat- 
terand the distinct limited effusion confined by the layers of the broad 
ligament and recognized above the brim of the pelvis. ‘An intra-peri- 
toneal hemorrhage, limited in quantity or by membrane, has never yet 
been felt by me as a defined tumor above the brim, and I have now 
had a large experience of such cases in which the diagnosis was con- 
firmed by operation or post-mortem examination.” 

In that class of cases which Tait terms the “minority of the minor- 
ity,” the child living in the folds of the broad ligament, it is advised to 
let the child go to term and then operate. The onset of labor is con- 
sidered most favorable for mother and child. An incision to one side 
is advised, to avoid the pouch-like process of peritoneum which is left 
adhering to the top of the uterus when the remainder is raised by the 
growing mass. Ifthe child is dead, he also advises removal. He 
condemns, we think justly, the vaginal incision. At best it is but 
working in the dark. In regard to dealing wi.h the placenta it is rec- 
ommended to have it emptied of blood and close the wound hermeti- 
cally about it. Since thus writing, Mr. Tait’s practice has been modi- 
fied and he now removes the placenta, checking the haemorrhage with 
the per chloride of iron. 

This work, which represents Mr. Tait’s conclusions, is a most valu- 
able contribution to the subject. For a man who makes such positive 
statements, the writer has had to modify his views surprisingly little 
from his first promulgation of them. The book is marred by a lack of 
courtesy to the views of those who differ from the writer, and 1s rather 
from the standpoint of the lawyer who pleads his case than of the 
judge who considers the evidence and administers the law. 
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THE DIAGNOSIS AND TREATMENT OF EXTRA UTERINE PREGNANCY. 
By JOHN STRAHAN, M.D., M.Ch., M.A.O., Belfast, Ireland. r, 
Blakiston, Son & Co., Philadelphia, 1889. 


To the author of this volume has been awarded the first prize, 
amounting to $250, of the William F. Jenks prize fund. The writer 
has added nothing in the way of original research to the subject, and 
accepts the theories and conclusions of Mr. Tait to such an extent that 
the book may fairly be taken as a representation of Mr. Tait’s views. 
The writer speaks at length on the subject of diagnosis before rupture, 
and is disposed to credit the diagnosis of some of the most dis- 
tinguished gynecologists in this respect. The author attaches great 
respect to a sign of pregnancy brought forward by Dr. Rasch, ‘‘fluctua- 
tion in some part or corner of the uterus, wherever the ovum happened 
to be located.” We believe Dr. Strahan is among the very few who 
have found this to be of value, and he certainly should offer some rea- 
son for his faith in his own or others’ experience. 

The writer speaks of the treatment ‘by the electrolysis party” as be- 
ing “snuffed out.” He brings forward no evidence that Mr. Tait has 
not used against the use of electricity. In fact he refers in some cases 
to Mr. Tait’s book for analysis of cases, such for instance as that of the 
writer’s which he refers to as one which Lawson Tait has proved quite 
inconclusive, and states he has not the space to consider it. 

We may also pertinently say with Dr. Reeve that it is a misrepresen- 
tation by implication to write that “no electric current will restrain 
bleeding from an abdominal artery,”’ and it is grossly unfair to write 
that ‘‘serious accidents have followed the use of electricity, even with- 
out puncture,” without stating what the accidents were, or giving ref- 
erences to the reports of them. 

The book appears to be written by one whose knowledge was theo- 
retical. 


ExtTRA-UTERINE PREGNANCY.—A_ discussion reprinted from the 
Transactions of the American Association of Obstetricians and 
Gynecologists, Vol. 1, 1888, with an appendix reviewing Mr. Law- 
son Tait’s Ectopic Gestation and Pelvic Hzematocele, Philadelphia. 
William J. Dorman. 1889. 

The pathology of the subject is considered by Dr. Franklyn Town- 
send and is an excellent resumé of the subject. He also submits the 
report of a case of lithopoedion of fifty years’ duration. 

The diagnosis of extra-uterine pregnancy is given by Dr. Joseph 
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Price and is well presented. We observe he does not mention the 
cervix being open among the symptoms. 

The treatment, by Dr. E. E. Montgomery, is ably discussed. He well 
says that in the decision of the value of electricity we cannot accept 
the dicta of men who are ignorant of the manner in which it should be 
used, or of those who condemn it without a trial. 

Among the other papers are: 

Observations, Clinical, Pathological and Surgical, by W. H. 
Wathen, M.D. The doctor lays stress upon the fact that ‘‘fixation of 
an impregnated ovum cannot occur unless it be held in one place long 
enough for such attachments to form.” He thus accounts for the dif- 
ficulties of an abdominal pregnancy which he believes cannot occur if 
the villous or placental attachments are entirely separated. This is 
very plausible. 

A Critique of its Management by J. M. Baldy, M.D. 

The Technique of the Operation by John B. Deavor, M.D. 

lts Management when the Foetus Survives the Tubal Rupture and 
goes on to the Period of Viability by L. S. McMurtry, M.D. 

A. H. BUCKMASTER. 


KURZER LEIFTADEN FUR DIE PUNCTION DER PLEURA-UND PERITONEAL 
ERGUSSE. Von Dr. B. Naunyn. Strassburg, K. J. Triiber. 1889. 
New York, G. E. Stechert. 


SHORT GUIDE TO TAPPING THE PLEURAL AND PERITONEAL CAVITIES. 


This pamphlet deals with the indications and technique of tapping 
for pleurisy and ascites; the object of the author being to combine to- 
gether in one work all the information necessary to the practitioner 
attempting these operative measures. 

The directions are as short and plain as possible. The indications 
for tapping have received special attention; the instruments, their care, 
and the method of handling them are described; and a number of 
valuable hints, gathered from the large experience of the author, are 
everywhere interspersed throughout the text, to which latter fact the 
value of the publication is principally due. ‘The instrument preferred 
by the author is Potain’s troicart. 
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UEBER ELECTROLYTISCHE OPERATIONEN IN DEN OBEREN LUFTWEGEN. 
Von Dr. R. KarEMANN. Wiesbaden, J. F. Bergmann. 1889. New 
York, G. E. Stechert. 


On ELECTROLYTIC OPERATIONS IN THE UPPER PASSAGES. 


This paper, read before a medical society at Koenigsberg, deals with 
the author’s experience with electrolysis in the nasal and pharyngeal 
cavities. 

He describes a number of simple instruments used, and gives his 
results in cases of pharyngitis chronica granulosa, and those catarrhal 
affections of the pharynx characterized by the viscid quality of the se- 
cretions. The swellings of the erectile cavernous bodies of the nose, 
circumscript hypertrophic areas, and ozzena receive special attention as 
do some affections of the larynx. 

The author recommends his methods in all the above mentioned 
affections. W. W. VAN ARSDALE. 
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ON ERASION OR ARTHRECTOMY OF THE 
KNEE JOINT. 


By G. A. WRIGHT, F.R.C.S., 
OF MANCHESTER. 


ASSISTANT SURGEON TO THE ROYAL INFIRMARY, AND SURGEON TO THE CHILDRENS’ 
HOSPITAL, MANCHESTER, 


AND 
By JOSEPH COLLIER, F.R.C.S., 


OF MANCHESTER, 
ASSISTANT SURGEON TO THE CHILDRENS’ HOSPITAI., MANCHESTER. 


| ISTORICAL. In writing this paper our first intention 


was to give a history of the more recent advances that 
have been made in the surgery of the joints, in so far as they are 
related to the operation now called erasion or arthrectomy. 
But on investigating the question we found so much confusion 
in the use of the terms which are applied by different writers 
to operations which, on the one hand are mere sinus scrapings, 
and on the other practically complete excision, that we aband 
oned the idea of a history, except in so far as our own work is 
concerned. This may be given in a few words. 

Though removal of the articular extremity of one of the 
bones entering into the formation of a joint, with more or less 
complete removal of diseased soft tissues had been performed 
prior to 1881, we believe that the first really systematic era- 
sion of a joint was done by one of us at the Children’s Hospi- 
tal, Pendlebury, in January, 1881. The case was published in 
the Lancet for December of that year,’ but in spite of the ex- 


1Cases illustrating the Surgery of Childhood, by G. A. Wright, Lancet, Decem- 
ber 2oth, 1881. 
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cellent result obtained, it does not appear that any other sur- 
geon took up the method. Erasion was, however, systemati- 
cally practised at the Children’s Hospital from that time. In 
1882 the matter was brought again before the profession at the 
British Medical Meeting in Liverpool, and the operation de- 
scribed, and two cases were shown.’ The technique of the 
operation as then performed was in all essentials exactly the 
same as itis now. No record of any similar operation is, how- 
ever, apparently to be found until 1885, when a paper in the 
Medical Chronicle (by G. A. Wright), giving an account of 16 
cases was published: In 1885 Volkmann also wrote a paper 
describing a practically identical operation, which he called 
“arthrectomy.” His paper will be found in the Centralblatt f. 
Chirurgie for 1885. Both papers were noticed in the Year 
Book of treatment for that year by Mr. Edmund Owen, and 
since that time the operation has been gradually gaining 
ground in spite of the discredit thrown upon it, on the one 
hand by imperfect and incomplete operations being described 
as erasions, as well as by its use in unsuitable cases, and on 
the other hand by misapprehension of the results of the 16 
cases published in the Medical Chronicle. It is only quite re- 
cently that at a meeting of an Irish Medical Society, one of 
the speakers stated that only one of the 16 cases published 
was successful; a statement explicable only by supposing either 
that the speaker had not read the paper, or that his standard 
of success is considerably higher than that of most surgeons 
accustomed to deal with tuberculous joint lesions. 

While we have no desire to claim for ourselves priority in 
the performance of erasion unless it fairly belongs to us, we 
think it is only right that the fact of its introduction as we be- 
lieve, in England and not in Germany, should be made known 
and we here gratefully acknowledge the generous approval of 
the method accorded by Messrs. Edmund Owen, R, W. Parker 
and others, as well as our appreciation of those who, like Mr. 
Lediard of Carlisle, have sent us records of their cases. 


1The paper then read “On the value of determining the primary lesion in Joint 
Disease,” by G. A. Wright, was published in the British Medical Journal for Sep- 
tember Ist, 1883. 
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InpicATIons. We do, however, earnestly ask the attention 
of the profession to the following questions: 

Whether, after failure of adequate treatment by non-opera- 
tive means, erasion is not a superior operation in suitable cases 
to incision, and ought not therefore to replace the more severe 
operation? 

It is of the greatest importance that the performance of the 
operation shall be, as far as possible, limited to those cases 
for which experience has shown it to be especiall:- suitable. 

It is with tubercular disease of the joints that erasion will 
always be particularly associated, but we must not be under- 
stood to imply that every joint, as soon as proved to be beyond 
doubt tubercular, is to be at once subjected to operation. 

An impression seems to obtain in many quarters that a tu- 
bercular joint never recovers even with continuous rest and 
every palliative endeavor, and that operative treatment itself, 
short of amputation, is of doubtful utility. 

It may be taken as an ascertained fact that the great majority 
of tubercular joints will recover if properly treated, with com- 
plete rest and good hygiene, especially sea-air and nourishing 
diet. It is begging the question to state, as some do, that the 
recovery ofthe joint by rest is merely an indication that the 
disease was simple in nature, and not tubercular. 

If a knee joint, after sustaining some simple injury, has, after 
the subsidence of the initial trouble, been left weak, painful, 
limited in movement, with swelling and perhaps some local in- 
crease in temperature, and if the condition is persistent and 
evidently of a tubercular nature, palliative measures, including 
rest, should be tried. 

But in the majority of cases in which, even under this treat- 
ment, some abatement of the symptoms does not occur, and 
especially some diminution of the increased girth of the joint, 
as shown by accurate periodic measurements, operative inter- 
ference is called for. It is, of course, difficult to state any exact 
period of time after the expiration of which palliative treatment 
may be supposed to have failed; each case must be considered 
on its merits. Some, owing to the disease evidently extending 
even under treatment, will call for early interference; others 
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will recover without operation even after being apparently in 
a stationary condition for many months. In an average case, 
three months may be looked uponas giving a fair trial to pal- 
liative measures; 7. ¢., ifthe disease is still progressive after this 
time, operation is called for. Of course we must be quite sure 
that the trial has been fair, but on the other hand it is extremely 
important not to delay too long, for it is hopeless to employ 
this method of operation in joints where the disease is very ad- 
vanced, and the failures in some, especially of our earlier cases, 
were undoubtedly due to the operation being performed too 
late, and after the disease had become very extensive. 

Delay is less excusable if there is evidence of caseation tak- 
ing place in the tubercular-joint. For though undoubtedly in 
some cases with caseation spontaneous cure has taken place, 
either by cicatrization or calcification, still the probability of 
recovery of the limb without operation is infinitely lessened by 
the occurrence of caseation, and in addition, the patient is in a 
position of greatly increased risk of general tubercular infec- 
tion, and of suppuration with its dangers from exhaustion and 
amyloid disease or of relapse. It is extremely important, there- 
fore, to watch for the earliest signs of caseation as indicated 
by some local doughiness of feel, and perhaps some slight 
evening pyrexia. But the caseation must be considerable and 
have gone to commencing liquefaction before it can be diag- 
nosed with certainty by the above means, and often small foci 
of caseation are found when there has been no indication of 
their existence except the chronicity and stubbornness of the 
disease; chronicity in fact may be looked upon as the best and 
surest indication of caseation. 

Moreover, by early operation we have many advantages. 
Our patient is in a better general condition, and so less likely 
to suffer from shock and the immediate risks of the operation; 
we can be more certain of obtaining healing by first intention 
with its manifold and manifest gains, and the absence of sup- 
puration and sinuses enables us to make our germicide precau- 
tions more effective, and so run less chance of either local or 
general tubercular or septic infection. 

As to how far a certain amount of generalized tuberculosis 
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should veto the operation is a moot point; it is customary to 
advise that evidence, even slight, of such a condition, and that 
in many cases even a feeble state, although apparently non- 
tubercular, should prohibit from any interference short of am- 
putation. But in the operation here advised, where, using the 
later methods, in the majority of cases healing by first inten- 
tion is obtained, after the initial shock, which is doubtless more 
severe, the process of repair seems to call for no greater power 
than that following amputation, and it seems probable that the 
dictum will either have to be modified orreversed. It must be 
borne in mind that if the case is really fit for erasion the local 
disease is as completely removed as by amputation. If with 
some general tuberculosis present an operation is decided upon 
and if it is doubtful whether all the disease in the joint can be 
removed, that is to say, if the case is unsuitable for erasion or 
for excision with complete removal of the diseased soft tissues, 
then amputation is the only resort. 

Erasion of the knee may be performed in patients of any 
age, but it is in the young that it will be most practical; we 
have performed the operation with perfect success ina child 
under two years of age. In adults the fact that the operation 
does not arrest development is of little value. The operation 
is applicable also to those rare cases of chronic synovial dis- 
ease which, though not tubercular, cause great thickening of 
the synovial membrane, and resist the most prolonged pallia- 
tive treatment. 

MopeE oF OperATiIoNn.—As first performed in 1881, the joint 
was opened by a semilunar incision below the patella, but 
more recently all our operations have beentranspatellar... An 
incision slightly convex downward is made from one femoral 
condyle across the middle of the patella to the other condyle, 
the skin is dissected upwards and the patella exposed; this 
bone is then sawn across, or in the case of young children 
divided with a stout scalpel and the two halves turned up- 
ward and downward. To do this, longitudinal incisions are 


1The transpatellar operation gives free access to the joint cavity, and as the patella 
readily reunites, there is no fear of loss of extensor power. 
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made through the tissues on each side of both halves of the 
patella, upward as far as the upper limit of the synovial pouch 
and downward nearly to the anterior tubercle of the tibia. The 
lateral ligaments are freely divided and the whole of the an- 
terior and lateral parts of the capsule together with the semi- 
lunar cartilages and synovial membrane are cut away with 
scalpel and scissors, taking care to enucleate and dissect out 
the whole of the upper synovial pouch. All synovial mem- 
brane aad pulpy material is removed trom the neighborhood 
of the patella and its ligament. Next the condyles of the 
femur, crucial ligaments and upper end of the tibia are care- 
fully cleaned, every particle of diseased tissue being cut or 
scraped away. Next by flexion and rotation of the loosened 
joint all the diseased synovial membrane and capsule at the 
back of each condyle and in the inter-condyloid notch, as well 
as behind and between the crucial ligaments, is completely re- 
moved. This is the most difficult part of the operation, but is 
in most cases possible without division of the crucial ligaments, 
provided the lateral parts of the capsule have been thoroughly 
removed. Ifthe crucial ligaments are infiltrated with tubercu- 
lar material, or if they really prevent complete eradication of 
the disease, they should be taken away, but it is better to pre- 
serve them if possible; they are, however, not essential to a 
good result. Great care must be taken to thoroughly remove 
the whole of the semilunar cartilages, and the synovial mem- 
brane at the back of the joint, since it is here that diseased 
material is likely to be overlooked, and here often caseous foci 
and even localized abscesses are found. 

After thus dissecting away all the morbid tissue in the soft 
parts, often leaving the lower end of the femur quite stripped, 
if the disease has extended beyond the limits of the synovial 
membrane, the bones must be carefully inspected, and any lit- 
tle pits or doubtful spots in the articular cartilage or on the 
bony surfaces must be gouged out or scraped away. Still 
more care, of course, must be taken if any deeper focus of dis- 
ease in the bone is laid bare by removal of the softer tissues. 
All morbid material must be taken away, but no healthy 
bone sacrificed. Since, as a rule, tubercular disease of the 
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knee is primarily and principally synovial, the bone lesions in 
cases in which the possibility of erasion can be seriously con- 
sidered will be found for the most part superficial and local. 
In some cases we employ the actual cautery (Paquelin) to 
sear any doubtful spots, but it is far better to cut wide of 
them. 

After making quite sure that all disease is removed the 
joint is well douched with sublimate lotion, any visible vessels 
are ligatured and then the Esmarch’s tourniquet is taken off, 
and arrest of the principal bleeding points secured.’ A mix- 
ture of equal parts of powdered iodoform and boracic acid is 
then well dusted over and rubbed into the surface and all re- 
cesses of the wound, the patella 1s sutured by catgut sutures 
carried through or around the two halves. Drainage is then 
provided for by forcing a blunt raspatory through the tissues 
at the back of the joint on each side of the limb, and cutting 
down upon it through the skin. A tube is passed through 
such aperture, and the front wound is then sewn up. After 
dusting the wounds with the iodoform and boracic powder, a 
double layer of wet gauze is laid over the incisions and the 
whole knee packed thickly with wood wool wadding, of which 
a dressing some 3 or 4 inches thick, at least, should be used. 
This is firmly bandaged on and the limb fixed upon a bracketed 
back splint with a foot piece. 

Such is the ordinary mode of operating that we have em- 
ployed. Ontwo or three recent occasions, however, we have 
dispensed with ali drainage, applied the dressings with firm 
pressure without securing any vessels beforehand, and have 
not taken off the Esmarch bandage until the dressings have 
been applied. This mode of dressing was, we believe, first 
employed by Messrs. Barker and Pollard of University College 
Hospital, and in its simplicity and expedition, is an improve- 
ment. It answered perfectly in our cases, and with one excep- 
tion no ill result even threatened. Care must of course be taken 
to have the pressure so adjusted that on the one hand no bleed- 
ing takes place, and on the other that the vitality of the limb is 
not endangered. This end is best obtained by using a great 


1The cautery is useful sometimes as a hemostatic. 
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thickness of the wood wool wadding and bandaging very 
firmly. 

Cases that do well need not be dressed for a fortnight; if a 
little discharge is seen coming through, the dressing should be 
soaked with sublimate lotion 1I-3000, and some more wool 
bandaged firmly on. If drainage tubes have been used, they 
should be removed at the first dressing. In any case it is well 
at the end of a fortnight to dress and fix the limb ina metal 
splint with plaster-of-Paris as shown in the figure (p. 417). The 
firm pressure not only prevents bleeding, but squeezes out 
any fluid in the interstices of the wound and prevents re-collec- 
tion there and also keeps the raw surfaces in perfect apposi- 
tion, so that primary union takes place throughout the entire 
wound. 

WuatT Is ErAsion?-—There seem to be very conflicting ideas 
as to what we are exactly to understand by the terms arthrec- 
tomy and erasion. 

Many apply the word erasion and even arthrectomy to op- 
erations which consist merely in the laying open of sinuses and 
scraping more or less in the dark with a Volkmann’s spoon. 
Again the same words are used in a wide sense to include on 
the one hand operations where the main feature has been the 
removal of large portions of bone, provided the bone was dis- 
eased, and without interference with the synovial membrane 
which might be healthy, and, on the other hand those opera- 
tions in which the diseased synovial membrane was the only or 
principal structure removed. In such terminology the word 
arthrectomy is used whenever only diseased structures, what- 
ever their nature, are taken away as contra-distinguished from 
the old excision where bone was removed, whether healthy or 
not, and the synovial membrane left whether diseased or not. 
The operation thus understood has, therefore, been said to be 
applicable to all cases of tubercular joint disease, whether of 
synovial or osseous origin, provided the operation is done 
early. But it seems preferable, in order that the term, when 
used, may give us a definite idea of what has taken place, that it 
should be limited to the use of cases in which the synovial 
membrane, or in addition the ligaments, are alone diseased and 
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alone removed, or if the bone or cartilage is affected and re- 
moved, this shall only occur to a slight and subsidiary extent, 

If is clear, then, that erasion is only applicable to those joints 
in which the disease is mainly synovial, and only to those cases 
in which the morbid action is so limited.’ Hence its main ap- 
plication is, we think, to the knee joint, in which of all others, 
synovial disease, pure and simple, is most often met with. 
Erasion may probably be occasionally employed successfully 
in the case of the shoulder and elbow; we have had a success- 
ful case of erasion of the ankle; in the hip and wrist it will 
probably never be applicable, since in the former the disease is 
nearly osteal and all diseased tissue cannot be removed, and in 
the latter the extension of the michiefaround the carpal bones 
necessitates their removal, and thus the operation becomes an 
excision rather than erasion. In the ankle, asa rule, the as- 
tragalus requires removal, and the spread’of the disease into or 
between the tibia and fibula, and its origin in the interior of 
the tibia as well as its frequent extension downward to the os 
calcis and astragalo-scaphoid joint,prevent us from recommend- 
ing erasion in this articulation. 

The special advantages of the operation are numerous, and 
partly arise from the nature of the operation itself and partly 
from its method of performance as here recommended. There 
is no shortening, since even if small portions of bone are re- 
moved there is no routine removal of apposed surfaces. There 
is, moreover, no deformity ; after recovery the contour of the 
joint is normal, simply showing the cicatrix at the line of 
incision. 

But what is of far greater importance in such a joint as the 
knee in children, is that there is no arrest of growth, the 
epiphyseal lines not being interfered with. The greatness of 
this advantage is very evident when we remember that the in- 
crease in length of the femur takes place mainly at the junc- 
tion of the diaphysis with the lower epiphysis and in the tibia 
at its upper epiphyseal line. It has been stated as a point 
against the operation that the surfaces left do not fit as exactly 


1Our experience is that the great majority of cases of tuberculosis of the knee 
are primarily synovial, and not as some surgeons state, osseous. 
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as if sawn off in excision, but surely the normal shape is the 
best if we are careful that position is maintained during heal- 
ing, and this can be readily done without either wiring or peg- 
ging the bones together. 

Again, free movement inthe joint has resulted, though, 
judging from our present experience, this is not to be aimed 
at nor actively tried for, but allowed to result from the pa- 
tient’s own use, as suggested by Mr. Edmund Owen, after the 
limb has been kept fixed for the required time. It is very pos- 
sible that free movement may be obtained more frequently, 
and with greater safety, when our experience of the after-re- 
sults of the operation is greater than at present. 

But there are other benefits which are obtained by an im- 
proved antisepticity with its rapid healing, for we lessen con- 
siderably the danger of causing a general tubercular infection 
at the time of operation, or of causing some fresh local tuber- 
cular focus by inoculating tissue previously healthy, both of 
which accidents have doubtless often occurred. The risk of 
septic infection or of exhaustion and amyloid disease from 
prolonged suppuration is also reduced. 

Again recovery is, in the majority of our later cases, so 
rapid that the freedom from pain with the possibility of out- 
door exercise on crutches, with good food and hygiene, speed- 
ily improves the general health. 

The causes of failure of the operation are in our opinion 
the following, and their importance is we think in the order 
they are mentioned. 

1. Incomplete removal of the disease. 

2. Failure in maintaining asepsis. 

3. Inability of the patient to repair the wound left by the 
operation. 

We desire to protest strongly against the practice of calling 
any and every incomplete and mongrel operation upon any 
joint an erasion or arthrectomy, both because we consider 
many of these operations are bad surgery, and because they 
bring discredit upon the operation we have introduced. Era- 
sion is a perfectly definite procedure, having perfectly definite 
objects and is applicable under well defined conditions, and it 
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is most improper to use the rm for any process other than 
that described. If any disease dtissue is left behind, the mor- 
bid process will spread from it, or at least may do so, the oper- 
ation will very probably fail, and can only be expected to fail. 
We do not say that recurrence cannot take place if all the dis- 
ease is removed. There is no reason why in a tuberculous 
subject an outbreak of the disease should not take place inthe 
necessarily damaged tissue of an erased knee, as well as else- 
where. 

Failure in asepsis is especially fatal to a good result in 
these operations, probably owing to the complexity of the 
wound, hence it is of the utmost importance, if sinuses exist at 
the time of operation, to freely excise them, cutting round 
and removing all the material adjacent to the sinus, a proceed- 
ing preferable, when practicable, to mere scooping them 
out. 

The third cause of failure need not be dilated upon; it is 
merely that common to all operations, whether conservative or 
radical; all that can be said is thata clean erasion wound 
managed so as to give a chance of healing by primary union, 
is not more likely to severely test a patient’s powers of repair 
than an amputation, and far less than an excision where mor- 
bid material is left behind. 

It inust, however, be remembered that after erasion, as after 
excision, prolonged care is required; even though the part be 
perfectly sound, to prevent the occurrence of flexion. It is 
absolutely essential to keep some rigid apparatus on for two, 
three or four years after the operation, or deformity will occur. 
We have had to ultimately amputate in one of our cases in 
which the erasion was perfectiy successful, simply because the 
friends neglected the child and repeacedly allowed the knee to 
become flexed.  Plaster-of-Paris, leather or poroplastic 
splints, or a Thomas’ knee splint will be found useful applian- 
ces, the last especially allows the patient speedily to be up 
and about after the operation. We do not think that this lia- 
bility to flexion can be justly considered any objection to the 
operation since it is no less true of excision, and does not oc- 
cur when reasonable care is taken of the limb. 
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As to our results in the 37 cases here recorded, we prefer the 
cases to be considered individually. We do not conceal from 
ourselves that we have had many failures, but we consider that 
the record shows that the operation is feasible, that it is appli- 
cable to the knee joint in certain cases, that it is not specially 
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FIGs. I AND 2.—RESULT 8!/2 YEARS AFTER ERASION OF THE KNEE. JOINT. CASE I. 
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dangerous to life, that it gives, when successful, a better limb 
than any other operation, and that, as shown by observation of 
cases for 8'/, and nearly 8 years respectively, the good results 
are permanent. 


CASES. 


The following brief abstracts give an account of all the 
cases of erasion of the knee joint performed by either of us, 
from the date of the first operation in January, 1881, to the 
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present time, July, 1889. The first 16 cases have already been 
recorded in the Medical Chronicle for 1885, but the present con- 
dition of some of the patients is now given. Our operations 
have been performed at the Royal Infirmary, and at the Chil- 
dren’s Hospital, Manchester. 


‘CasE 1.—£rasion. Recovery With Mobile Joint. Lizzie N., et.* 
13 years,g months; Old pulpy disease. Erasion, January 22, 1881, 
A largish patch of carious bone was gouged from the tibia, and a good 
deal of articular cartilage scooped away. Healed up at once. 

Result, A perfectly movable painless joint used freely, and as 
strong as the other. 

Examined July 15, 1889, 7. ¢., 84 years after operation. The condi- 
tion of the joint is as mentioned. The patient is now a married wo- 
man, does her own housework, walks without any lameness and the 
knee is literally like the other except for the presence of the scar and 
slight crackling in the joint. 

Figs. 1 and 2 showing a sound mobile limb. 

CasE 2.—£rasion. Recovery With Firm Stiff Leg. Kate S., xt. 
10 years. Pulpy knee of 12 months’ duration, following scarlet fever. 
Erasion, August 11,1881. A small spot of bone gouged away. 

Examined July 15, 1889, 7. ¢., nearly 8 years after operation. The 
knee is sound and well. It is quite stiff. There is no obvious short- 
ening, and no lameness except such as arises from the stiffness. There 
is slight genu-valgum and very slight flexion. The girl is strong and 
well. She wears no apparatus. 

Case 3.—Lrasion. Excision. Sophia R., et. 4 years. Pulpy knee 8 
of 2 years’ standing, partial backward dislocation, sero-purulent fluid in 
the joint. Erasion April 1, 1881. Did not do well and was excised 
three and a half months later. Ultimate result, after a long time, a 
good, sound lyhealed limb. 

CasE 4.—£rasion. Amputation. George H, xt. 1o years. Pulpy 
disease of 16 weeks’ standing, suppuration in joint, much pulpy dis- 
ease. Erasion, 1881. Failure, amputation five days later. 

CasE 5.—Lrasion. Death krom Phthisis 1} Years Later. Florence 
C., et. 4 years. Disease of 14 months’ standing. Erasion April 1, 
1881. The knee healed toa sinus but never completely. She de- 
veloped spinal caries and died of phthisis February. 1883. 

Case 6.—LZrasion. Recovery. Benjamin C., et. 5} years. Dis-* 
ease of one year’s standing. Erasion June 8, 1882. Some backward 
dislocation at time of operation. Did well but slowly. February, 1883, 
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the knee is sound and well, but there is some flexion. He walks well. 
There is still a tendency to flexion, but this is counterbalanced by the 
existence of $ inch of actual lengthening. 

Case 7.—£rasion. Excision. Amputation. Edmund L., et. 5? 
years. Disease of 2 years’ duration. Erasion June 15, 1882. There 
was a large cavity running for 2 inches up the femur, and containing 
caseous bone. The wound healed to a sinus, but after subsequent 
excision performed only in consequence of a refusal of permission for 
amputation, the limb was removed in October, 1882. 

Case 8.—L£rasion. Excision. Amputation. Edward L., et. 44 
years. Erasion February 2, 1882. A small abscess on outer side of 
joint. Had had pneumonia before operation, and the lungs were not 
sound at the time of erasion. Excision in April and amputation in 
October, 1882. 

Case 9.—LZrasion. Death From Scarlet Fever. Gertrude C., et. 
5 years. Disease of 11 months’ standing. Erasion May 25, 1883. 
June 1 was nearly healed, so passive movement was attempted; this 
set up fresh mischief. In July she was sent out with the wound super- 
ficial and ne swelling, but she contracted scarlet fever, and died of 
nephritis soon after leaving the hospital. 

Case 10.—£rasion. Excision, Amputation. Theresa W., xt. 4 
years 11 months. Disease of 2 years’ duration. Erasion June 14 
1883. No good result. Excision and subsequently amputation in 
March, 1884. 

Case 11.—£rasion, Recovery. Florence N., et. 4 years. Disease 
of 7 months’ standing. Erasion February 21, 1884. Good result. 
December 21, 1886, was sound and well, but flexed. She walked well. 

CasE 12.—£Zrasion. Recovery. Herbert N., et. 8} years. Dis- 
ease of g months’ duration. Erasion January 18, 1884. An abscess 
on outer side of joint. May, 1885, sound and well, no shortening. 

CasE 13.—Lrasion. Recovery. Kate McG., et. 5 years. Dis- 
ease of 8 months’ duration. Erasion December 4, 1884 Two small 
abscess cavities, and at one spot perforation of cartilage. May, 1885, 
not quite healed but promises well. February, 1886, sound and well, 
almost straight, a little lengthening of the limb. Is fat and well. 

Case 14.—£rasion. Recovery. Subsequent Neglect. Amputation. 
John C., zt. 34 years. Disease of cver 10 months’ duration. Erasion 
January 23, 1885. Was so grossly neglected after discharge from 
hospital that he had no chance, and was amputated August 12, 1886. 

Case 15.—£rasion. Recovery. Herbert H., et. 64 years. Dis- 
ease of 6 weeks’ standing. Erasion April 23, 1885. Acute tubercular 
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synovitis. There was much pulpy disease, but no suppuration at the 
time of operation. Healed under one dressing. Examined July 15, 
1889. Sound and well. No pain or trouble. Stiff, almost perfectly 
Straight. Can walk 4 miles on it, wears no apparatus. There appears 
to be just sufficient lengthening to neutralize the slight existing flexion. 

CasE 16.—L£rasion. Excision. Charles H.. et. 6 years. Disease 
of 9 months’ duration. Abscess at back of inner condyle. Cartilages 
deeply eroded. Did well for a time, but afterwards lost ground, and 
was excised November 16, 1884. April; 1885, sound and well. 

Case 17.—£rasion. Amputation. James H.,zxt 3 years. Admit- 
ted November 24, 1885. History good; was well until he had measles 
in February; during the attack the knee became swollen and painful, 
and has never been well since. On admission, advanced pulpy dis- 
ease with two sinuses. December 5, transpatellar erasion, much 
pulpy tissue removed; a large cavity in the outer condyle of the femur 
was found containing four sequestra; no repair took place at first, and 
about the middle of January the boy’s general condition began to fail. 
On January 29, the knee was explored, and it was found that the dis- 
ease extended so far beyond the epiphyseal line of the femur that ex- 
cision gave no prospect of a useful limb; amputation was performed, 
and, though the healing was delayed by some sloughing of the skin 
margins, he rapidly improved, and was sent out on March 1 with the 
wound almost healed; the stump was, however, somewhat conical; the 
case was, no doubt, unfit for anything but amputation from the first, 
since the destructionof the lower end of the femur prevented any pros- 
pect of a useful limb. 

Case 18.—£rasion. Recovery. Wm. W., xt. 3 years. Admitted 
February 16, 1886. Tubercular history, injured knee at three months 
old, swelling followed, an opening was made by doctor at home, and 
the knee got better; a fortnight ago, pain and swelling recurred. On 
admission, delicate looking child, left knee flexed almost to right 
angle, with swelling and pain. March 11, transpatellar erasion; there 
was some pus at the back of the outer condyle, cartilage over inner 
tuberosity of tibia ulcerated, much pulpy tissue; child got diphtheria 
on 23rd, and the wound opened up a good deal; he struggled through 
the diphtheria and then improved, and by June 3rd was able to go 
home with the wound almost healed, axcept one sinus. November, 
1888, sound and well, but has been allowed to become flexed. January, 
1889, has been nearly straightened and sent to sea-side. July, 1889, 
the knee is quite sound, but he is grossly neglected at home, and the 
union is not yet firm enough to prevent flexion. (Fig. 3.) 
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CasE 19.—Z£rasion. Recovery. Arthur C., et. 4 years. Was in 
hospital July, 1885. Readmitted December 9. Has been fixed in 
plaster of Paris since last discharge; general condition not improving, 
marked tubercular synovitis with some pain; was put up in plaster of 
Paris, and sent out January 19, 1886. Readmitted February 1 with 





FIG. 3.—SHOWING AMOUNT OF FLEXION IN HEALED LIMB OF CASE 18. (SUB- 
SEQUENTLY STRAIGHTENED.) 


more pain and swelling; a Thomas’ splint was applied, and he was 
able to go home again on the 1oth. Readmitted May 10 as disease 
was progressing. 13th, erasion transpatellar, three small cheesy foci 
were tound, cartilage much destroyed, and a carious focus in 
bone in outer condyle. 14th, put up in Paul’s splint with plaster of 
Paris. June 2 sent home almost healed. October, 1888, all sound. 
A little flexion. Some lengthening. July, 1889. Keeps well. 

CasE 20.—Zrasion. Recovery. Robert D., zt. 14% years. Admit- 
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ted July 10, 1886. Poor history, duration of disease nine months, (?) in- 
jury. On admission, delicate boy, left knee pulpy with periarticular 
abscess. 22nd, abscess opened, no improvement followed. Novem- 
ber 4, erasion, transpatellar, actual cautery applied, bones healthy, 
much collapse, and next day he was very sick. On 2oth he had 
erysipelas, but subsequently did well, and was discharged in a Thomas’ 
splint on December 7. 





FIG. 4.—SHOWING METHOD OF FIXING LIMB BY PLASTER OF PARIS BANDAGES 
AFTER ERASION OF THE KNEE-JOINT. (From case 23). 


Examined July 15, 1889. All sound and well. He wears a short 
Thomas’ splint still as a precaution as he works in a shop where he is 
liable to catch his feet in chains, etc., lying on the ground. 

Case 21.—£rasion. Excision. John B., et. 54 years. Admitted - 
July 19, 1886. Tubercular history; injury to left knee eighteen months 
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ago. On admission, knee flexed, swollen and tender. Twentyninth, 
knee straightened under anesthetic; joint subluxated. August 12, 
transpatellar erasion; a sequestrum removed from inner condyle; limb 
could not be fully straightened. Thirteenth, extension applied; there 
was difficulty in getting the limb straight. Sixteenth, the limb was 
fixed in a Paul’s splint. October 20, sent out in a Thomas splint with 
wound still unhealed, but doing fairly. Subsequently, March 3, 1887, 
the knee required excision. Hedid well and was seen July 15, 1889. 
The limb is sound and well. He walks well, but there is 1? inch 
shortening. ‘There is slight flexion. It is interesting to note the 
measurement in this case compared with the result of erasion. 

CasE 22.—£rasion. Incomplete (recent). Ernest H., et. 5 years. 
Admitted May 22, 1889. Disease of five or six months duration. 
May 29, erasion of right knee. Disease extensive, but entirely syno- 
vial. Wound closed entirely and dressed before removal of Esmarch’s 
bandage. June 14, first dressing. Wound healed except at outer an- 
gle where there is a gap due to removal of skin at site of superficial 
abscess. July 15, 1889, wound all sound except a small superficial 
granulating spot on outer side. Goes to seaside this week. August 
20, wound not quite sound yet. 

CasE 23.—£rasion. Recovery. Sarah Ann C., et. 10 years. Dis- 
ease of 44 years’ duration. Has worn Thomas’ splint for three years. 
March 14, 1889, erasion of left knee. Caseous focus in tibia. One 
drainage tube used. Twenty-second, tube removed. She was sent 
out quite sound May 14, and continued so July 1889. 

CasE 24.—£rasion. Recovery. William N., et. 8 years. Disease 
of eleven months’ duration. May 20, 1887, erasion. A large abscess 
on the inner side of the joint. Operation tedious and badly borne. 
Did well but slowly, and was discharged July 10, almost healed. April 
10, 1889, readmitted with a local abscess on the inner side of the knee 
which had never completely healed. This abscess was cleared out and 
the pulpy tissue excised, and he was sent out May 15, 1889, nearly 
well. July 16, 1889, he has just returned from the seaside, fat and 
strong. The knee healed beneath a small superficial scab. 

CasE 25.—Zrasion. Recovery. Mary Ann §., et. 11 years. Dis- 
ease of unknown duration. Admitted April 25, 1888. Transpatellar 
erasion May 3. A vertical incision carried upward from the transverse 
one to enable the upper synovial pouch to be more readily removed. 
Some breaking down, caseous material; advanced disease. Was 
dressed three times up to her discharge May 19. She was readmitted 
six weeks later for the re-application of the plaster of Paris. She is 
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now, July, 1889, quite sound and goes about in a Thomas’ splint. 
There is slight flexion, (note fig. 5). 

CasE 26.—£rasion. Recovery (recent). Mary Elizabeth Y., et. + 
16 years. Pulpy knee of two years duration. June 8, 1889, erasion 
of right knee. Transpatellar operation. Crucial ligaments divided. 





FiG. 5.—RESULT OBTAINED IN CASE 25. 


No vessels tied. No drainage. Wound dressed before Esmarch’s 
bandage was removed. Was dressed twice. Primary union through- 
out except at ends of incision. No suppuration. Sent to Convales- 
cent Hospital. August, 1889, perfectly sound and well. 

CasE 27.--Erasion. Amputation. Hannah N., et. 26 years. The 
right knee has never been sound since a fall when she was four years 
old. It has been worse since a fresh injury three months ago. Ad- 
mitted August 13, 1888, with pulpy disease and subluxation of the 
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joint. August 18, erasion. Transpatellar operation. In order to 
straighten the limb it was necessary to remove part of the outer con- 
dyle of the femur and outer tuberosity of the tibia. Drainage at the 
back of the joint. She did not do well. Was very slow in healing 
ard gaining strength, and parts of the patella became exposed and 
necrosed. There was considerable suppuration, necessitating incisions. 
It was not till December 22 that she was able to go to the Convalescent 
Hospital with the wounds almost healed. 





Fic. 6.—RESULT OBTAINED IN CASE 28. 


She was not again seen, but it appears that the knee became worse 
after her return home, and the limb was amputated at her own home 
in June, 1889 

Case 28.—Zrasion. Recovery. William B., et. 7 years. Ad- 


* mitted October 11, 1887. Disease commenced fourteen months pre- 
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4 viously. On admission fusiform swelling of left knee, semi-fluctuant 
at sides and above patella; great pain, especially on inner side. As 
swelling still increased under palliative treatment, operation December 
15, 1887. Intra-patellar operation. All pulpy material removed; diseased 
focus on internal condyle and corresponding part of patella gouged 
away. Drainage tubes used; fixed in Howse’s splint, plastered at first 
dressing. Slight suppuration during second week. Healed by January 
29. Seen July 13, 1889. Contrary to advice has discarded knee 
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FiG. 7.—RESULT OBTAINED IN CASE 29. 


Thomas’, and walks without any support. No trace of disease in joint, 
but very slight flexion (vide fig. 6), the flexion giving an appearance 
of shortening in the figure. No movement. 

Cask 29.—L£arsion. Recovery. Eliza A. T., et. 8 years. Admitted ~ 
December 13, 1889. Swelling of left knee noticed several months 
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ago; joint enlarged more on inner side and above patella; painful, can- 
not be fully extended. Scars from old abscesses in neck. As rest had 
been fairly tried, operation December 22. Incision below patella; 
large amount of pulpy material removed, especially from pouch below 
vasti which required vertical incision on inner side to thoroughly clear. 
Numerous small foci of caseation. Drainage tubes at angles of in- 
cision, and one through popliteal space. Fixed on Howse’s splint with 
plaster of Paris. Slow in healing, some suppuration which gradually 
lessened; left hospital with joint soundly healed, in a Thomas’ splint, 
Aprilr4. Readmitted October 5, 1888, with sinus leading to small 
lamina of necrosed bone near middle of anterior border of right 
tibia. Dead bone removed; sinus rapidly closed. Seen July 13, 1889. 
Joint sound and well, slightly flexed, but slight eversion of foot. (vide 
fig. 7). 

CasE 30.—£rasion. Recovery. Thomas F. et.5 years. Admitted 
January 17, 1888, with tubercular left knee. Injury to knee when 6 
months old; swelling and inability to walk 18 months ago; swelling 
most marked on inner side; intense pain; rest and extension; no im- 
provement. Operation March 1. Pulpy synovial membrane removed. 
Anterior crucial ligament found infiltrated, so removed posterior left, 
but pulpy pouch behind it cleared. Paquelin cautery applied to 
slight extent. Draining through popliteal space. Healed by first in- 
tention. On March 21st, as some subluxation, plaster removed. De- 
formity corrected under chloroform, and plaster reapplied. Left with 
sound joint in knee, Thomas, May 1, 1888. Returned July, 1889, 
with joint considerably flexed; has been running about for last 6 months 
without any support. Flexion now being gradually overcome by ex- 
tension apparatus. 

Case 31.—Erasion. Recovery. Tom H, et. 3 years. Admitted June 
23d, 1888, with tubercular arthritis of left knee. Swelling noticed 9 
months ago, and has gradually become worse. Much swelling; knee 
flexed to right angle; fluctuation. Incision and drainage July 5; quan- 
tity of curdy thin pus, Erasion July 26, when acute symptoms had 
subsided. Large quantity of pulpy material removed; caseation in 
patches; cartilage perforated over outer condyle otf tibia; sequestrum 
imbedded in caseous material removed from adjacent portion of bone; 
it extended through the epiphyseal line; cavity in bone scraped and 
touched with cautery. Discharge for some weeks. November 14, 
sent Out in Paul splints and plaster; later has knee Thomas. Nov. 13, 
18809, still wears Thomas, no discharge, joint apparently quite sound. 

CasE 32.—L£rasion. Recovery. Annie R., et. 74 years. Pulpy right 




















adie Tey) 


ERASION OF THE KNEE- JOINT. 423 


knee; much pain and swelling. No improvement under rest, etc. Ad- 
mitted July 3, 1888. Operation August 2. Joint cleared of diseased 
synovial membrane, cartilage eroded in spots; these with subjacent in- 
filtrated bone gouged out. Crucial ligaments divided to get at disease 
behind. Drained. Healed by first intention, except small portion on 
outer side which discharged for some time. Left hospital September 
26. Seen July 13, 1889; wears knee Thomas, joint quite sound and in 
good position, but no movement. (See fig. 8.) 





Fic, 8. RESULT OBTAINFD IN CASE 32. 


Case 33.—Erasion Recovery. David C., et. 12 years. Admitted ° 
October 18, 1887. Pulpy disease of mght knee for last 5 years. No 
history of injury. Right hip anchylosed from old morbus cox. Much 
thickening of knee, which was semi-flexed. Sinus above external con- 
dyle of femur leading towards joint. Extension. Sent out January rr, 
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1888, in Thomas’ splint. Readmitted July 27, 1888, as after some im- 
provement knee became more swollen and painful. July 30, erasion. 
Curved incision below patella; some attempt at repair in interior, 
fibrous bands joining femur to patella; foci of caseation in synovial 
membrane, diseased portion of external condyle of femur removed, and 
corresponding point in patella. 

Drained through popliteal space. No suppuration, rapidly healed. 
Put up in Paul splint and discharged September 26. Seen June, 1889. 
In good position and quite sound. Slight shortening, probably due to 
old morbus coxe. 

Case 34.—Lrasion. Failure. Frank M., et. 8 years. Tubercular 
disease of right knee of long duration. Admitted July 27, 1888. Im- 
mense swelling of joint; subluxation; sinus leading into joint, with 
curdy discharge. 

Operation August 2. Joint cleared of diseased synovial membrane; 
sequestrum removed from femur at epiphyseal line. Cautery to cavity 
in bone and to bleeding points. Drained through popliteal space. 
Considerable discharge which gradually lessened. Sent out July 27, in 
Paul splint. Child afterwards neglected at home, and living under worst 
possible hygienic surroundings. Seen July 13, 1889. Much thicken- 
ing of joint over femur, two sinuses still discharging, will probably re- 
quire amputation. 

CasE 35.—L£rasion. Death from Scarlet Fever John McH., et. 54 
years. Admitted January 5, 1889, with pulpy disease of right knee of 
several months’ duration; swelling, pain; flexed joint; no improvement 
with rest. Operation February 7. Incision across patella, which was 
divided; incision prolonged at its extremities upwards to expose upper 
pouch. Spots of caseation in diseased synovial membrane; membrane 
removed; anterior and part of posterior crucial ligaments removed as 
they were infiltrated. Disease had spread behind upper part of tibia 
along the sheath of the popliteus muscle. All disease carefully removed; 
patella sutured with catgut; incision stitched except at inner angle; no 
drainage tubes; wound was apparently healed by first intention, when 
on February 12, patient showed symptoms of scarlatina; was removed 
to fever ward, and died there. 

CasE 36.—£rasion. Recovery. Florence P., et. 1 year 7 months. 
Admitted to surgical ward June 5, 1889. Left knee noticed to be 
swollen 6 months before. Two weeks before joint was opened and a 
quantity of curdy pus escaped, drained across the joint. On examina- 
tion, tubercular arthritis of left knee; slight amount of discharge from 
tubes. Operation June 21, erasion, transpatellar incision, all pulpy 
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disease thoroughly removed; bone and cartilarge unaffected; track of 
sinuses cut away with scalpel. Surfaces from which diseased tissue re- 
moved touched with Paquelin’s cautery. Patella sutured with catgut. 
Incision closed except about half an inch on each side, wound dressed 
and firmly bandaged before removing tourniquet. Put up in interrupted 
back splint. Dressed first time on July 2; wound healed by first in- 
tention, except the small surfaces left unstitched. July 8, put up in 
Paul splint and plaster-of-Paris. July 12, some swelling about knee 
from thigh plaster being too tight; plaster removed and limb put up 
again in back splint. July 8, all swelling gone and small raw surfaces 
nearly healed. 

CasE 37.—L£rasion. Amputation. Louisa Higgins,zt. 10 years. Dis- 
ease of left knee following an injury 4 months before admission. Ad- 
mission May 1, 1888. ‘The limb was flexed in plaster of Paris, and 
she was sent home. On July 4, she was readmitted with knee worse 
and evidence of pulmonary tuberculosis. August 13, 1888, transpatel- 
lar erasion. There was aconsiderable quantity of pus in the joint, and 
one or two carious spots on the bones. The joint never became sound, 
and the limb was amputated in December, 1888. 














BONY ANCHYLOSIS OF THE TEMPORO-MAXIL- 
LARY JOINT RELIEVED BY OSTEOTOMY 
OF THE NECK OF THE INFERIOR 
MAXILLA.' 


By ARTHUR T. CABOT, M.D., 
OF BOSTON. 
SURGEON TO THE MASSACHUSETTS GENERAL HOSPITAL. 


HE earlier literature of this subject has been so thor- 
t i oughly presented to this Association by Dr. J. Ewing 
Mears, in his very interesting paper published in Vol. I. of the 
Transactions, that I will not occupy time in recapitulating 
that part of the subject, but will speak only of the recént work 
upon this matter which does not appear in Dr. Mears’ com 
munication, and shall confine myself to the subject of bony 
anchylosis of the temporo-maxillary joint, thus leaving out of 
consideration those cases of fibrous anchylosis resulting from 
cicatrices, which require entirely different operative meas- 
ures. 

In 1872, Bottini, in a communication to the Medical Acad- 
emy of Turin, reported a case in which anchylosis of the jaw 
had existed for ten years ina boy, et. 17 years, having re- 
sulted from a fall on the chin. With the idea of making a 
pseudarthrosis, Bottini cut down over the temporo-maxillary 
articulation and removed the condyle and neck of the inferior 
maxilla with hammer and chisel. The result, both immediate 
and final, was reported as an excellent one. 

In 1878, Konig’ published a paper describing an exactly 
similar operation and reporting two cases. To reach the bone 


1Read befor: the American Surgical Associati n, May, 1889. 


2Deutsch. Zeitschrift f. Chir., Bd. x., 1878. 
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he made an incision just below and parallel with the zygoma, 
and from the middle of this, another directly downward over 
the neck of the maxilla. This last cut was only through the 
skin, in order to avoid the superior branches of the facial 
nerve. After cutting through the muscles inserted along the 
zygoma, the deep parts were separated with a periosteum ele- 
vator and the bone was laid bare to the chisel. When neces- 
‘sary the cut below the zygoma was to be prolonged forward 
until the coronoid process was exposed and could be cut. 

In 1883, Dr. Mears reported a case somewhat similar to 
these of Bottini and Konig, but which differed from them in 
that there was not true anchylosis in the joint, but the jaws 
were held by an osseous band between them. He made a long 
incision just below the zygoma, divided the masseter, and then 
removed a considerable portion of the ascending ramus with 
the condyloid and coronoid processes attached. As the jaws 
were still rigidly fixed, a further search was made with a probe, 
and the strong osseous band alluded to was found and divided 
with an Adams’ saw passed within the mouth. The jaws now 
separated easily and the final result was a complete recovery 
of motion with good power of mastication. 

In 1885, Dr. H. R. Ranke, of Groningen, published in Zan- 
genbeck's Archiv' a paper containing a resume of all the 
cases of this operation which he could find reported up to that 
time. These were nine in number, and to these he added one 
new case of his own. In these ten cases, operated upon by 
Bottini, Konig (2) Schulten, Ranke (2), Hagedorn, v. Langen- 
beck, Mears and Kulenkampf, the result was in every one a 
lasting restoration of motion, although in three cases the pos- 
sible separation of the jaws was but two centimetres, and in 
one case was but one and a half centimetres. 

A search through surgical periodicals since 1855 shows that 
the operation has been done a number of times by various sur- 
geons, with good results. Several of the published records of 
operations are not accessible to the writer, but of those that 
he has been able to collect, the following is a brief summary : 

Gerster has reported one case in which the operation was 


lArchiv f. Klin. Chir., Bd. xxxii., 3 Heft. 
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done closely after the Bottini method. The patient was a girl, 
zt. 15 years, who had suffered from fixity of the jaw for sev- 
eral years. It had been the result of long fever and suppura- 
tion in the joint. The right condyle and a wedge-shaped 
piece from the left ramus were removed, but with an interval 
of a few weeks between the operations. Eight months after- 
ward she could open her mouth four centimetres. 

Lange has had two cases, one of a girl, zt. 8 years, who had * 
scarlet fever and diphtheria when et.3 years, with otorrhcea, also 
measles when zt. 5 years. The lower jaw was small and turned 
slightly to the left. By operation the left condyle was found 
firmly fixed by bony ankylosis and was divided with a chisel. 
Good result, with one and a quarter inches separation. An- 
other, of a child, zt. 6 years, who had complete ankylosis from 
injury done at birth with the forceps. Both joints were ex- 
cised with good result, which persisted for three years, when 
the child died of tuberculosis. 

Pughe has reported two cases. A boy, zt. 6 years, fractured 
the lower jaw by a fall, andat the end of six weeks it was 
completely fixed. Excision and subsequent forcible motion 
were practised with excellent result. Ability to separate the 
jaw two inches at the end of five years. The second case was 
closely like this and the result was good, though the jaw had 
some lateral motion. 

In 1887, Dr. Mears published in the “Transactions of the 
College of Physicians of Philadelphia,” a report of six more 
cases of anchylosis, in which he used a new operation with ex- 
cellent results. This present method of Dr. Mears is as fol- 
lows: 


A straizht sharp-pointed bistoury is introduced beneath the masse- 
ter muscle, on a level with the last molar tooth of the lower jaw. Into 
the wound thus made the blade of an Adams’ saw is passed, and the 
ramus sawn through. The periosteum with the overlying masseter 
muscle is raised by the periosteal elevator and the wound thus en- 
larged. The insertion of the temporal muscle is now divided with a 
probe-pointed bistoury, the tissues on the inner side are separated with 
the elevator, the bone is seized with the lion forceps, and an effort 
made to dislodge it by forcible twisting. Ifit yields at the neck the 
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condyle may be either chiseled out or left. _Hamorrhage should be 
checked byiodoform gauze. The gag should be used daily after a 
week, and maintained six or eight weeks. 


The pictures of the patients published with his article show 
avery good series of results. 

Mr. Page showed to the Northumberland and Durham Med- 
ical Society, on November 8, 1888, two children operated 
upon by Bottini’s method. One was a girl, et. 9 years, in whom 
an anchylosis of seven years’ standing had followed measles. 
The jaw was firmly welded to the skull, and was cut away 
with the chisel. The functional result was good. 

The other patient was a boy whose age was not stated. He 
had been operated on similarly two years before, with a last- 
ing good result. 

Mr. Herbert Allingham reports the case of a boy, et. 7 
years, who fell upon his chin frum a height of about ten feet. 

Some months later he could open his mouth only enough to 
admit the tip of his little finger, and mastication caused great 
pain in the right temporo-maxillary joint. After repeated at- 
tempts under anesthesia to force open the jaw, with no satis- 
factory result, he excised the condyle and neck of the maxilla 
by an externalincision. One year after operation motion was 
reported as being perfect. 

To this series of cases, the writer wishes to add three of* his 
own.,' 


Case I. Grace M., et. 13 years, was sent to me for hospital treat- 
ment, by Dr. R. M. Hodges’, in August, 1887. She had complete an- 
chylosis of the jaw, with the teeth in close apposition. When two years 
of age, she had had scarlet fever, which was followed by abscesses on 
the left side of the neck close to the angle of the jaw. From the time 
that the swelling from these went down, the jaw had been immovable. 
By a strong effort she could spring the jaw a little, and a careful ex. 
amination showed the right side to move a trifle more than the left. 
The diagnosis of a bony anchylosis of the left temporo-maxillary joint 
was made, and it was decided to attempt its separation with the 
chisel. 


'One of these cases has occurred since the report was written for the American 
Surgical Association. 
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A vertical incision, about an inch long, was made from just below 
the zygoma down over the joint, and with a periosteum elevator the 
deep parts were separated from the bone. With the osteotome, a 
wedge of bone was chiseled out of the neck of the condyle, which was 
somewhat thickened. After this was divided, the end of the lower 
fragment and the remains of the head of the bone were removed with 
gnawing forceps, so as to make a considerable gap. The mouth could 
now be opened widely, and a cork was put between the molars on the 
affected side, so as to keep them well apart. The wound was then 
closed and dressed antiseptically. 

The healing was very rapid, and motion was good from the day af- 
ter the operation. For the first fortnight she continued to wear the 
cork for a considerable part of the time, although she took it out many 
times a day to work her jaw, which exercise was encouraged by the 
liberal use of chewing gum. 

There was in this case aslight loss of power at first, over the eyelid, 
owing to the division of some of the upper filaments of the facial 
nerve. When seen many months later, this weakness of the orbicu- 
larus palpebrarum had almost wholly disappeared, and the motions of 
the jaw were perfect, with a power ot separation of about three centi- 
metres. 

CasE II. Hattie M., zt. 17 years, consulted me in July, 1888. She 
had scarlet fever when four years old and had, at that time, abscesses 
on both sides of her neck and behind her left ear. This last discharged 
pieces of bone and left a depression over the mastoid. When this in- 
flammation went down the jaws were firmly fixed and had remained so 
ever since. The teeth were set firmly together, but close examination 
showed the same sort of springing of the jaw by forced efforts at mas- 
tication as was noticed in the last case. In this case, too, there was 
slightly more motion on the right side tha on the left. The diagnosis 
was made of bony anchylosis in the left temporo-maxillary articula- 
tion. 

The operation was begun, as in the last case, with a vertical inci- 
sion starting over the zygoma, down on tothe neck of the jaw, and 
stopping before tne facial nerve was approached. It was soon found, 
however, that the coronoid process also was included in the bony an. 
chylosis, and an incision was carried forward from the centre of the 
vertical cut, along the lower edge of the zygomatic ridge. The whole 
upper end of the ramus was changed into an irregular bony mass 
which was solidly welded to the skull. The division of it it was very 
difficult, but when it was accomplished the mouth opened easily and 
widely, 
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The after-treatment was the same as in the last case, and the recov- 
ery was uneventful. Good motion was obtained, with a power of sep- 
aration of about one anda halfinches: Sixteen months after the ope- 
ration this satisfactory condition of things was perfectly maintained. 

In this case, too, there was a slight interference with the motions of 
the eyelid, which lasted for some months, but which finally disap- 
peared. 

CasE III. Miss C., et. 30 years, consulted me in March, 1889. 
The history was that she fell, when zt. 34 years, striking on her chin, 
and this was followed by fixation of the jaw. Many attempts had 
been made with gags and wedges to force the teeth asunder, and they 
had been so far successful as to separate the incisors about half a cen- 
timetre. This had been accomplished apparently by a bending of the 
body of the jaw, for the molars, and even the gums in the back part of 
the mouth, were still in firm apposition. 

Upon forced efforts at mastication, a slight springing of the jaw 
could be detected, as in the other two cases, but in a less degree. This 
movement seemed to be a little more marked on the right side of the 
mouth than on the left; and the central point of ‘the incisors in the 
lower jaw was slightly to the left of the corresponding point in the up- 
per jaw. 

The diagnosis was made, of bony anchylosis of the left temporo- 
maxillary articulation, with a possibility that the joint on the right side 
was also fixed, 

On April 18, 1889, an operation was done in exactly the manner 
pursued in Case II. The jaw was found similarly fixed by a solid 
mass of bone, welding the coronoid as well as the condyloid process 
onto the base of the skull. By removing an extensive wedge of bone, 
the parts were finally separated, and the jaw was then found to be 
movable, though it was still quite limited in its range of motion by fi- 
brous adhesions in the joint on the right side. 

The after-treatment in this case was the same as in the others. At 
first the limitation of motion was considerabie, owing to the stiffness 
of the soft parts; but this rapidly improved under passive motions un- 
tila comfortable separation of an inch was reached and easily main- 
tained. 

Most of the teeth were drawn, on account of their carious condition, 
and plates were fitted by Dr. W. B. Parker. Owing tothe bend in 
the body of the jaw it was necessary to make the molars very short in 
order to allow the incisors to come together. 

In this case, owing to the stretching of the facial nerve with the re 
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tractors while uncovering the bone to the chisel, there was at first a 
good deal of paralysis. This rapidly improved, however, under mas- 
sage and electricity, nutil now the motions of the face are pretty well 


recovered, although the eye-lid does not yet move as promptly as the 
other. 


The present success of these operations for the formation of 
a false joint is in marked contrast to the experience of earlier 
operators, who often, after an operation which seemed success- 
ful at the time, saw the jaw again become fixed by a bony 
union even ‘firmer than before. 

The improvement in results is, doubtless, in great measure, 
due to the avoidance of suppuration and the quick healing un- 
der antiseptic methods. In the absence of pain and swelling, 
active motions can be begun early andthe false joint is then 
easily maintained. 

It was the writer’s aim in the after-treatment of his cases to 
keep the severed surfaces of bone widely separated, until the 
soft parts had healed across between them. This was readily 
done by keeping a cork between the teeth on the affected 
side. 

The external incision used in these cases has the advantage 
of giving easy access to the bone; and by allowing a thorough 
examination of the condition of things, it enables the operator 
to remove only so much as is necessary to restore motion. In 
the first case reported the coronoid process was not interfered 
with, and consequently the temporal muscle, which is a pow- 
erful aid in mastication, was preserved. In the last two cases 
it would seem that the ramus was too solidly welded to the 
skull to have been twisted off in the manner so successfully 
practised in Dr. Mear’s cases. 

The danger in the external incision is of injury to the facial 
nerve or to the parotid duct. This can usually be avoided by 
keeping the wound close up under the zygoma. The _inter- 
ference with the nerve in the writer’s cases was so_ insignifi- 
cant and of so short duration as to be of no consequence. The 
scar in all cases had almost disappeared at the end of a few 
months. 
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In conclusion, the writer would call attention to two points 
which were of assistance in deciding upon which side of the 
jaw the anchylosis existed. First, the slight springing of 
which the jaw was capable was distinctly more marked on the 
side upon which the condyle was free; and secondly, in these 
cases the jawis slightly displaced toward the affected side, ow- 
ing to the absorption of bone and cartilage which occurs in 
the process of anchylosis. This displacement is easily de- 
tected by noticing the intervals between the incisors in the up- 
per and lower jaws. ' 
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THE TREATMENT OF APPENDICITIS BY EARLY LAPAROTOMY. 


Dr. Senn, of Milwaukee, in a paper published in the Journal of the 
American Medical Association, November 2, 1889, and Dr. McBurney, 
of New York, in a paper read before the New York Surgical Society 
November 13, 1889, make contributions to the subject of the success- 
ful treatment of appendicitis which indicate that the advance in the 
management of affections of the appendix, proposed by Treves in the 
early part of the present year (Lancet, Feb. 9, 1889), has taken a per- 
manent place in surgical endeavor, with much promise of advantage in 
future attempts to control this so often fatal affection. Both surgeons 
call attention to the fact that the primary and essential condition present 
in the cases of so-called typhlitis, perityphlitis or paratyphlitis, is an 
affection of the vermiform appendix, inflammatory or ulcerative, with 
tendency to perforation or gangrene. Dr. McBurney would elide from 
the medical vocabulary these hitherto commonly used terms, and 
would substitute for them simply the term appendicitis, as more cor- 
rect pathologically and less likely to obscure the indications for treat- 
ment. He clearly states the dictum that all this class of cases are in- 
traperitoneal in their origin and throughout their course, and urges an 
early resort to ablation of the diseased appendix, as a comparatively 
safe method of preventing the development of more redoubtable 
symptoms. Dr. Senn calls attention to the fact that in many cases the 
development of so-called perityphlitis is preceded by a well marked 
complexus of symptoms pointing directly to the existence of appen- 
dicitis. Repeatedly recurring attacks of pain, tenderness and indura- 
tion in the region of the appendix, indicative of the presence of chronic 
disease thereof with occasional exacerbations, are especially to be re- 


garded as warnings of impending danger. If the condition is recog- 
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nized betore dangerous complications have developed from perforation 
and general septic infection, he also recommends extirpation of the ap- 
pendix, assuming that it can be done at this early date with compara- 
tive ease and almost perfect safety. Dr. Senn recites two cases in 
which this practice has been resorted to, once by himself, and once by 
Dr. Hoegh, of Minneapolis, at his suggestion. In both cases there 
was a history of repeated previous attacks of the local symptoms rec- 
ognized as indicating the presence of appendicitis. In both the ap- 
pendix was removed with facility and uninterrupted recovery was se- 
cured. In both the mucous lining of the organ was deeply ulcerated. 
Dr. McBurney relates eight cases in which he has done laparotomy and 
excision of the appendix upon patients who presented well-marked 
symptoms of appendicitis, prior to any development of symptoms of 
perforation. All recovered without unfavorable symptom except one 
who died. The latter case was one in which the appendix was buried 
in a mass of inflammatory exudate demanding for its complete removal 
an amount of violence, exposure and handling of the parts that pro- 
voked the fatal resnlt. The author in anotner such case would be 
content to leave the organ 7 situ after making provision for drainage. 

Chronic appendicitis is characterized by acute exacerbations of short 
duration, the attacks, of greater or less severitv, occurring at intervals 
of a few months or weeks. Between the attacks the patient may be 
in perfect health, unless the attacks recur with great frequency, when 
impairment of the digestive functions produces general ill health. Ac- 
cording to Senn, recurring attacks of pain in the region of the appen- 
dix with a circumscribed area of tenderness over the same point, are 
presumptive evidences of the existence of appendicitis and if the other 
symptoms and signs point in the same direction laparotomy is indi- 
cated. 

As a matter of course, the strictest asepsis is presupposed in the 
conduct of the operations recommended. The incision should be di- 
rectly over the center of the czcum, about four inches long, extending 
to within one inch of Poupart’s ligament. The peritoneal cavity having 
been opened a compress should be packed about the cecum, so as to 


prevent prolapse of the small intestine; in some cases the appendix 
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will come into sight at once, in others it will have to be sought for, the 
raising of the lower margin of the cecum generally will suffice to expose 
it. The mesentery of the appendix is next to be ligated in sections as 


far as to the caecum ; adhesions, if present, are to be separated and 
bleeding points tied ; finally the isolated appendix is tied around its 
base close to the czecum, with silk, and the organ cut away about one- 
quarter of an inch below the ligature. 

As to the treatment of the stump, Senn recommends first that it be 
carefully disinfected, then that it be dusted with iodoform, and finally 
that it be shut in by drawing the adjacent serous surfaces of the cx- 
cum over it and securing them with a number of Lembert’s sutures. 
Drainage in these cases is unnecessary. 

In corroboration of these views of Treves and Senn, Baldy, of Phil- 
adelphia, has recently published (Med. News, Nov, 23, 1889) an ac- 
count of three cases in which, having done laparotomy for diseases of 
the uterine appendages, he found also the appendix so diseased as to 
call for its excislon. In each case good recovery insued with subse- 
quent good health. 

Notwithstanding these cases of Senn and McBurney, the indisputa- 
ble soundness of their pathology and the brilliant success of their own 
efforts, it ought not to be forgotten, nor will it be when the final judge- 
ment of the profession is made up, that by far the greater portion of 
cases of acute appendicitis, those which have been hitherto classed as 
typhlitis or perityphlitis, recover spontaneously and permanently, with- 
Out suppuration, at least without intraperitoneal suppuration. The 
cases classed by Senn as Chronic Appendicitis form a group by them- 
selves ; spontaneous and permanent recovery, however, from this con- 
dition is also not infrequent. A very grave responsibility, therefore, 
must attach to the surgeon in any given case in deciding upon laparot- 
omy and excision of the appendix. It is evident that at present, at 
least, it could only be proper for one who was a perfect master of 
aseptic abdominal technique to offer.such a procedure as less danger- 
ous than the policy of delay and palliation. It is doubtless true that 
if in all cases in which there were present symptoms pointing to 
trouble with the appendix, the abdomen should be opened immediately 
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and the appendix excised the occurrence of immediate perforation 
would be anticipated in some cases, the production of general perito- 
nitis would be prevented, and lives would be saved; on the other 
hand, many would be subjected to the hazards of laparotomy and ex- 
cision in which there was no danger of perforation and which would 
have recovered spontaneously if let alone. The general principles 
that govern surgeons with reference to all operative work must, how- 
even, be applied here.and in any given case the probabilities of every 
kind must be given due weight in coming to a conclusion. Surgeons 
may still hesitate and defer operative attack in cases of appendicitis 
until well defined evidences of suppuration are obtainable, and their 
course cannot be said to be otherwise than prudent; surgeons may 
boldly expose the appendix and remove it upon the first symptoms of 
inflammation declaring themselves, and as long as their results are as 
favorable as those of Senn and McBurney, their course must be con- 
sidered justifiable. The next few years will doubtless accumulate an, 
abundant experience in this new path upon which more safe conclu- 
sions for general guidance may be based than can be upon the very 
limited experience as yet available. L. S. PILCHER. 





THE ASEPTIC APPLIANCES AT THE HOTEL DIEU IN LYONS. 


In an elaborate article,) Professor Poncet, of Lyons, France, de- 
scribes what he has been able to accomplish in the construction of a 
new operating theatre at the Hotel Dieu, of that city. In planning 
the building, he aimed to meet all the demands of modern surgery to 
the highest possible degree. To inform himself fully, he visited the 
clinics of other countries, principally Germany, Switzerland and 
America. He aimed at the suppression of dangers to which all 
wounds are exposed—infection by the air and infection by contact. 
This double result was secured by the general disposition of the room, 
by its arrangement and by the rigorous adoption of everything which 


would assure asepsis and antisepsis. 


‘Une salle d’ operations a |’ Hote! Dieu de Lyon. Par le Dr. ANTONIN PoNceET, 
Professeur a la Faculte de Medecine de Lyon; Chirurgien en Chef del’ Hotel Dieu. 
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Quadrangular in form, the theatre measures about 28 feet in length 
by 19 in width. Its extreme height is about 22 feet. A single win- 
dow, 13 feet high by 7 feet wide, allows an abundance of light to enter 
both from above and laterally. This window opens to the east and 
consists of eight large panes held in a metallic frame which presents 
the minimum of breadth to interfere with the light. 

The ventilation of the room is secured mainly by means of this win- 
dow, which looks out on the Rohne, and is always kept open except at 
the time of operating, as is alsoa double glass panel, forming the up- 
per part of alarge door at the opposite end of the room. Artifi- 
cial light ample for all purposes is obtained, when needed, from a 
Wenham lamp of great power hanging from the center of the dome- 
like ceiling; a small burner is also placed over each of the wash basins 
in two of the corners. 

The walls, to the height of nearly five feet, are lined with large 
sheets of glass, closely joined together. These sheets are nearly an 
inch thick and present no elevation or depression, but form a contin- 
uous surface, polished like a mirror. Their inner face has been painted 
a rich brick red with a broad band of a deeper red as a border. This 
color not only renders the glass more pleasing to the eye, but also ren- 
ders every soiled spot the more readily recognizable. Above this, the 
walls are covered with a smooth plaster of a rose gray tint. 

On the right of the entrance is placed a plate of milk white opaque 
glass, which is used for a table for demonstrating specimens. Five 
glass plates, from a quarter to a third of an inch in thickness, are 
placed about six and a half feet from the floor on nickel plated brack- 
ets firmly fixed in the wall. They are separated from the wall in their 
entire length by an interval of two inches, which not only makes them 
easier to clean, but obviates the accumulation of dust in the inter- 
spaces. Upon them rest large bottles, containing the antiseptic solu- 
tions, and metal cases in which the antiseptic dressings are kept. The 
supports are of iron, nickel-plated and very easily kept in order. Near 
the bottom of each receptacle for antiseptic solutions is an orifice, in 
which 1s placed a branching tube, to the projections of which the rubbe1 
irrigation tubes are attached. On the outside in very distinct red let 
ters are inserted the names of the contents of the receptacles. 
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The theatre is connected with the hospital by a pair of nickel-plated 
iron doors. They not only keep out external noises, but they also ful- 
fill the same aseptic indications as the glass slabs. They are not sub- 
ject to alterations like those of wood, and always present a brilliant pol- 
ish. M. Poncet asks if this polish is not the prelude of asepsis, and 
remarks that his four months’ experience convinces him that his opinion 
was correct, The luxurious appointments and the careful regard for 
asepsis have made a profound impression upon his attendants, and, in 
consequence, the room, after four months’ use, is in identically the 
same state as when the first operation was performed in it. 

The floor is composed of Vicat cement, which was considered pref- 
erable to the Mosaic employed so much in other countries, because it 
is cheaper, less slippery, and of very great endurance. Grayish white 
in color, it presents numerous points which prevent slipping. At the 
sides of the room this floor’ meets the glass slabs of the wall in a curve. 
The floor has a fall toward the center of about one and a half inches. 
From the four blunt angles of the room proceed four trenches toward 
the centre, terminating in a central opening closed by a bronzed iron 
grating. These principal trenches receive a number of accessory 
trenches which makes the flow of liquids easy. They then pass into 
a conduit under the floor, the care and cleansing of which is made 
very easy by certain openings usually closed by metal plates; these 
openings are near together and situated in the course of the conduit 
to a considerable depth. A trap placed at one point in this pipe in- 
sures disinfection and prevents regurgitative emanations from the 
sewer. This disinfection is further insured by the free flow of fluids 
trom the wash bowls which pass in the same way. 

The floor is kept aseptic by daily cleansing with water and brush 
after the operations, and by weekly washing with 5 % carbolic solution. 

A large marble grate without mouldings or other decorations, serves 
for a coke fire of sufficient power to maintain in the coldest weather, a 
temperature of 65° to 68° F. The various gas heaters for warming 
water, sterilizing, dressing, etc., also add to the temperature. M. Pon- 
cet thinks that an operating room where patients are sometimes expose! 


completely and for a considerable period at a time, is never too hot. 
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It is important however, that the surgeon and his assistants should be 
able to work without inconvenience, so he considers a temperature of 
65° to 68°F. sufficient; but for more prolonged operations, he always 
takes the precaution of covering his patient with rubber sheeting leav- 
ing only the field of operation exposed, and surely preventing chilling. 

The furniture of the room is very simple. Glass and iron, nickel- 
plated or bronzed are here again the only materials used. Two fixed 
glass tables of different dimensions stand at an inch and one-half from 
the wall, the interspace preventing the accumulation of debris. They 
hold hand basins, glass cases containing reels of ligatures, bottles for 
drains. etc. Another table is covered with various substances—ether, 
iodoform, tincture of iodine, etc.—of daily employment; before it stands, 
at an operation, the sister charged with handing the various solutions 
and preparing the dressings. The glass tops of these tables are an 
inch thick and they rest upon cylindrical metal legs; the same _ brick 
red color seen upon the walls is repeated here. Other tables have two 
shelves, and are used for instruments, dressings, cushions, etc., during 
the operation, 

There are but few chairs, and they are made of bronzed iron, as also 
are the stools. One of the chairs is especially designed for the seat of 
the patient during operations upon the face or head which do not re- 
quire anesthesia. 

The majority of operations naturally are performed upon an operat- 
ing table. This too is original in conception. In its construction four 
considerations were sought to be satisfied: 

1. Asepsis, easy to obtain and maintain. 

2. Such an arrangement that the blood and other fluids might flow 
away rapidly without soiling the surgeon or his assistants or the pa- 
tient. 

3. Great simplicity in the disposition of its various parts and the sup- 
pression of every kind of mechanism. 

4. Perfect solidity and stability without excluding great mobility. 

‘The table which measures 78 inches in length by 26 inches in width, 
stands 36 inches from the floor and consists exclusively of glass and 
nickel-plated iron. It is composed of four triangular plates of glass 
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inclining to acommon centre by a declivity of an inch and a quarter. 
They converge at their apices to a central opening one inch in diame- 
ter in which is fixed a metal ring through which fluids may pass into 
a rubber tube to the floor. It is supported by four legs connected for 
the sake of stability, by cross-bars. It moves freely upon large castors 
and in spite of its 280 pounds weight, a single person can move it with 
ease. There are no arrangements for varying its elevation; if a change 
in the attitude of the patient is desired, it is accomplished at wi.l with 
the use of rubber cushions of various sizes. At the head of the table 
where stands the assistant deputed to administer the anesthetic swings 
a basin large enough to contain everything needed for anzesthesia— 
ether, chloroform, forceps for pulling out the tongue, etc. Closed, it 
disappears under the table but a very slight traction places directly un- 
der the hands of the anesthetist all the objects which he may need. 
The table is also measured off into centimeters in its entire length so 
that measurements may rapidly be taken. On either side are slots for 
the reception of movable brackets which can be attached or detached 
at will. They hold plates of glass on which, in course of an operation 
the instruments, small cushions, etc., may be placed. The least spot, 
the slightest soiled point is readily apparent on the glass and nickel. 

During an operation a mattrass 3 inches thick is placed on the table, 
agreeing exactly with the dimentions of the table; this mattress is com- 
posed of hair, covered withrubber. It is pierced through by various 
openings for the flow of liquids. 

A railing of bronzed iron fastened to the floor, composed of three 
parts capable of being readily and firmly fastened together, is placed 
about the table during operations. It has the form of a horse-shoe and 
provides a free space next to the table in which the surgeon and his 
assistants may move with ease, while spectators are prevented from 
approaching too near. 

Another operating table is provided for those cases in which the sur- 
geon wishes to work between the patient’s thighs. It is also of glass 
with a nickel plated frame work, and measures 48 inches wide. At its 
upper extremity is a receptacle for the anzsthetist’s tools, as in the 
other table. On its two lower legs are placed two metallic rods with 
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foot rests; the level of the rods may be raised or lowered as desired, 
and they may be swung around laterally to any desired position or 
slipped entirely around under the table. 

In connection with the rubber cushions he uses exclusively for vary- 
ing the attitude of the patient, Mr. Poncet remarks that they offer 
among other advantages that of ready asepsis; the rubber sheeting can 
be readily scrubbed and washed without inconvenience and without 
alteration with various antiseptic solutions generally employed. He 
also takes the precaution before using them to cover them with a com- 
press of sterilized gauze which has been wrung out in a 1-1000 subli- 
mate solution. 

For transporting the patient, he usesa rolling bed made after the 
plan of Socin. 

Mr. Poncet usually uses basins of his own devising which have the 
advantage of adapting themselves to the figure. A large cylindrical 
zinc receptacle 30 inches in diameter receives the soiled dressings. A 
dressing is thrown into the receptacle as soon as it is removed, to be 
burned a few moments later. The bottom of this apparatus is pierced 
with holes the size of a 2 franc piece which renders its cleansing very 
easy. Every day, after an operation, this toilet is made with great 
care. 

There are in this operation hall therefore no corners and no placards 
in which dust may collect. The walls, the shelves, the tables, the uten- 
sils of all kinds are absolutely smooth, without any kind of decoration. 
The substances comprising them, glass and metal, being washed daily, 
seem to furnish the very best conditions for obviating infection by air. 
This apparent superfluity, this seareh for details has been imposed upon 
the operators by the numerous causes of surgical poisoning to which 
patients are exposed in a great hospital service, where the activity is 
considerable, and where, in the same locality are both infected and 
non-infected wounds. 


While, however, he fears infection by air, he takes more particular 
precautions against infection by contact. These are considered in 


three different classes. 
1. The hands of the surgeon and his assistants. 
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2. The instruments. 

3. The sponges, tampons and dressings. 

In addition, the patient himself may be considered when the region 
operated upon has not been disinfected with care, or at any time by 
accident the field of operation has been brought into contact with 
bedding or soiled clothing. 

For asepsis of the hands, he provides a dresser with three large basins 
set into a plate of glass similar to those of which the tables are formed. 
One of these basins provided with a single glass faucet is reserved for 
washing the hands with 1-1000 sublimate solution. This solution is 
contained in a large glass bottle holding 50 litres, which is placed di- 
rectly above the dresser, from which the antiseptic solution runs as de- 
sired by a rubber tube into the subjacent basin. Cold water, hot 
water and boiling water are also furnished in abundance as desired by 
four faucets. The hot water and boiling water are obtained from a 


large receptacle of 100 litres capacity. 
In order to obtain entire asepsis, all solutions are prepared with 


boiled water. The soap and the nail brushes are placed upon little 
grates in small galvanized pans. For disinfection of the hands, he re- 
quires repeated washings with hot soap and water, immersion for sev- 
eral seconds in alcohol, go°, and finally prolonged bathing with 1 1000 
sublimate solution. The surgeon and every person who comes in con- 
tact with the patient must of course be clothed with a gown absolutely 
clean and absolutely aseptic. He uses for himself a gown with the 
sleeeves ending above the elbow, which makes it necessary to disinfect 
his entire forearm. 

He is careful to avoid keeping his instruments in the old padded 
cases—indeed, he possesses but two cases, an amputation case and a 
resection case. The case in this instance is nickel-plated, and the in- 
struments hie in metal racks. 

All instruments are provided with asmooth metal handle, without 
ornament, and without even the maker’s name—as plain as _ possible 
either plated with nickel or with German silver. Instruments em- 
ployed on the living are not allowed to be used for rartial necropsies 


—sawing of bone, incision of tumors, and the like. He has, more- 
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over, two receptacles of zinc, labelled Pieces anatomigue, designed to 
receive immediately upon their ablation all human debris. One of 
them will accommodate an entire extremity, the other is reserved for 
tumors and pathological specimens of small size. 

Some hours before operating the instruments are all sterilized by 
heat in a sterilizer which M. Poncet describes very minutely. He 
claims to have had the best of results from this instrument and recom- 
mends it unreservedly. 

This paper then enters with the greatest detail into a description of 
all the antiseptic materials, solutions, tubes and other drains and 
closes with a reference to the application of some of these points in in- 
dividual classes of operations. 

By this organization he claims to be sure of the absolute disinfec- 
tion of all objects, of all substances which can be ata given moment 
in contact with the wounded. It may be thought that he is over-care- 
ful. This he considers an error, because it is not possible to take suf- 
ficiently into account all the numerous causes of infection in the midst 
of which operations are performed. This very minuteness avoids all 
the multitude of conditions which have been so great a source of mor- 
tality hitherto. He would even go further, and calls for the immediate 
erection of a second operating theatre for suppurating cases and for 
those affected with phlegmons, erysipelas, etc. A goitre, for example, 
can never be removed, a large joint can never be laid open, without 
fear, upon the same table and in the same room wherea diffused 
phlegmon had been incised, or a gangrenous limb amputated. 

James E. PILCHER. 
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GENERAL SURGERY. 


I. Anaphrodisial Effects from Cocaine. By C. W. 
RICHARDSON, M. D., (Philadelphia). The author reports a case of a 
married lady of large physique, modest and reserved, from whom he 
proposed to remove a growth from the nasal cavity, under cocaine 
anesthesia. A few minims of a1o per cent solution were injected 
beneath the growth. This was followed by the most remarkable and 
decided manifestations of erotic excitement, with both facial and verbal 
expressions that left no doubt in the mind of the medical attendant, 
as well as in that of the lady companion of the patient, as to the char- 
acter of the impulses which actuated them. It required some time to 
bring her to even a moderate degree of quietness. An attempt to per- 
form the operation the following day, using the cocaine very sparingly, 
led to a similar condition, though not to such an extreme degree. No 
other unpleasant symptoms occurred upon either occasion. 


Surgeons are warned of the development of this train of symptoms, 
not only by the report of this case, but by the published observations 


of Sandré, of Vienna; Cunningham, of England, and others. The 
author calls particular attention to the medico legal aspect of the sub- 
ject, and strongly advises that the presence of a female friend of the 
patient be present in addition to the operating surgeon and his assist- 
ants, whenever it is proposed to operate upon a woman under cocaine 


aneesthesia.— Jour. Amer. Med. Assoc., vol. xiii, No. 10. 
G. R. Fow.er (Brooklyn.) 


OPERATIVE SURGERY. 


I. A Proposal for Extirpation of Carcinomata of the 
Upper Portion of the Rectum. By W. HEINeKeE (Munich). 


(445) 
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The operation should first render accessible the carcinomatous portion 
of the bowel, hence the author recommends the rejection of Kraske’s 
method, /.¢., extirpating the coccyx and resecting the sacrum, because 
of its weakening the base of the pelvis and interference with the func 
tions of the sphincter ani, and proposes in its place the temporary re- 
section of the coccyx, and, in addition in men, of the sacrum to the 
fourth sacral foramen. Second, the procedure should guarantee, as 
much as possible, an aseptic course of healing; this is secured by 
leading down the upper portion of the bowel, rendered movable by the 
opening of the peritoneum, to the anus and attaching the same, 7. ¢., 
the upper portion of the bowel, to the anal incision at the point of the 
coccyx. In addition to this the wound should be carefully sutured; 
absorbent antiseptic dressings may be applied, or the line of incision 
protected by iodoform collodion. In the third place the operation 
must preserve the anal opening. A second operation, therefore, is 
necessary, and consists in dissecting off the mucous membrane of the 
bowel from the gap left by the incision of the sphincter, which latter 
in the meantime has been healed. This converts the parts into a con- 
tinuous tube and provides for the discharge of fecal matter through 
the normal exit. Finally, the sphincter and its integumentary covering 
are sutured to the surrounding parts by deep and superficial sutures.—- 
Muenchener Med. Wochenschrift, 1888, No. 37. 
Gro. R. FowLer (Brooklyn). 


II. On Ligature of the Common Iliac Artery for the Pre- 
vention of Hzmorrhage During Hip-Joint Amputations. 
By Dr. Poppert (Giessen). The author reports a case at the Giessen 
clinic in which Prof. Bose had resorted to preliminary ligature of the 
common iliac artery as the first step in a hip-joint amputation. The 
patient, a strong, healthy man, zt. 40 years, had noticed for six months 
that his thigh had begun to swell above the knee, and that the past 
few weeks the swelling had increased rapidly and caused pain. 

Examination showed a tumor extending from the condyles to the 
groin, its upper limit being felt anteriorly under Poupart’s ligament, 
and posteriorly a little below the gluteal fold. The limb is cylindrical 
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in shape and measures in its greatest circumference 72 cm. Skin over 
tumor is tense and shiny. Veins much dilated. No fracture of the 
femur. December 11, 1884, Prof. Bose undertook the amputation at 
the hip joint. 

First he proceeded to tie the common iliac artery in the usual man- 
ner. The artery and its vein were easily exposed, and seen to be sur- 
rounded by fat and enlarged lymphatics. The artery and the external 
iliac vein were both ligated and the enlarged lymphatics removed. The 
wound was then closed by deep and superficial sutures, a drainage 
tube being inserted at its lowest angle. 

For the amputation at the hip joint an anterior flap was made con- 
sisting only of skin and fascia. The posterior flap consisted of skin 
and muscular tissue which here was healthy. 

On section of the large vessels, only little hemorrhage took place. 

The large wound was drained and closed by silk sutures. 

The pulse immediately after the operation was good and strong. 

The patient made a perfect recovery. Examination of the tumor 
showed it to be a spindle-celled sarcoma starting from the bone. 

At the time of writing, four years after the operation, the patient is 
perfectly healthy and free from any return of the disease —Deutsche 


Med. Wochenschrift, 1889, No. 29. 
F. C. Husson (New York). 


III. The Treatment of External Aneurism. By PIERRE 
Devset (Paris). The author has collected the statistics of aneurism 
and the different measures of treatment thereof, this collection 
assuming greater proportions probably, than any other previous work in 
this direction. The most noticeable feature of the work is the decided 
preference which the author gives to the method of cure by digital 
compression, upon the cardiac side of the tumor, and the advocacy, 
failing this, of the radical operation, or extirpation of the sac in toto. 
Arterio-venous aneurism is recommended to be treated as follows: In 
recent cases, combined direct and indirect pressure, co1tinuously ap- 
plied, should first be tried. Should this fail, double ligature of both 


vein and artery, in cases where the sac is small, or none exists. Should 
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a sac of considerable size be present, extirpation only is to be con- 
sidered.— Monograph. 
GEorGE R. FOwLER (Brooklyn). 


HEAD AND NECK. 


I. Carcinoma of the Upper Lip. By Dr. Lupwic Escu- 
WEILER. A case of carcinoma of the upper lip has induced the author 
to gather the literature upon the subject. According to von Bergmann 
the frequency of carcinoma of the upper lip is as 1 to 25 of the lower lip 
in the same affection. In the clinic of Bonn the relative frequency is 
1to17. The male sexis mostly affected (v. Bergmann). In the tables 
given by the author we find 37 males to 21 females. In Trendelenburg’s 
clinic the average age was 57 years. In Strassburg clinic the average 
age was 60 years. The left side of the upper lip was the most selected 
seat of the disease. Author found nothing in his statistics to support 
the theory that the use of the pipe was an etiological factor in causing 
the disease. In most of the recorded cases there is no cause given. 
In two cases a wound and in 3 lupus had preceded the appearance of 
the carcinoma. In the majority of cases there appeared to be a de- 
fect of the skin. A lack of protecting epithelium is an important fac- 
tor in predisposing to the development of disease. The disease began 
in some cases as a warty growth, a nodule, a herpes, an erosion or ul- 


ceration.— Deutsch. Zeitsch. f. Chir., bd. 29, hft. 4. 
HENRY Kop Lik (New York). 


II. Improved Rhinoplastic Technique. By v. CZERWINSKI 
(St. Petersburg). Realizing the difficulties inherent in the recently 
devised method of KG6nig, consisting of chiseling away a thin layer of 
bone from the frontal region as a portion of the flap from which the 
new nose is to be formed, the author proposes the following method: 
From the soft parts of the forehead, including the periosteum, a long 
oval shaped flap is formed, the pedicle of which is formed exactly as in 
the old operation. When the flap is loosened, it is doubled in the 
middle upon itself so that its point is folded against the pedicle, and 
the two periosteal surfaces constituting its posterior surface are brought 
together. The flap, by this doubling, receives the shape of an isosceles 
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triangle, the upper base of which corresponds to the place where the 
flap is bent upon itself, and the point to the pedicle. This completes 
the first step of the operation, the periosteal surfaces of the flaps 
being sutured and allowed to become adherent, when the operation is 
completed by raising the cartilaginous portion of the nose and the 
transplantation of a supplementary flap from the forehead. The edges 
of the first or double flap are freshened and the supplementary flap or 
flaps, as the case may be, which are required to supply the defect, are 
brought down, the first flap merely taking the place of the bony ridge. 
—Centralblatt f. Chirurgie, No. 8, 1889. 


Gro. R. FOWLER (Brooklyn). 


III. Fracture of the Larynx—Recovery. By Dr. ALFRED 
SoKOLowskKI (Warsaw). The author details the following rare and 
very interesting case. A wellmade peasant girl, et. 20 years, with her 
apron firmly tied round her neck, was caught from behind by a strap of 
a thrashing machine working at full speed. She at once felt an agon- 
izing pain about her larynx, associated with intense difficulty in breath- 
ing, which was soon followed by a suffocating cough with an abundant 
sanguinolent expectoration, the blood-spitting lasting for several hours. 
On examination on the next day there were found intense cedema and 
cyanosis of the face, marked general subcutaneous emphysema of 
the neck, severe dyspnoea, very difficult swallowing, almost incessant 
cough with purulent sputa, and extremely hoarse voice. On palpation 
through considerably inflated tissues, only a vertical fracture of the 
right wing of the thyroid cartilage would be made out. But ona 
laryngoscopic examination, the left ala was also found to be similarly 
fractured, the fragments on both sides being so much displaced in- 
wards as to cause a nearly complete obliteration of the lumen of the 
larynx. (The laryngeal mucous membrane, however, was not ruptured, 
but only highly congested). The patient’s breathing being alarmingly 
difficult, laryngotomia inferior was performed without delay; on open- 
ing the larynx, the cricoid cartilage as well proved to be broken 
anteriorly. During the operation, two fragments, each of the size of a 
pea, escaped from the wound. A large tracheotomy tube having been 
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inserted, the girl felt greatly relieved. There was some fever (38.5° C.) 
for the first three days, but subsequently the temperature returned to 
the standard. In the course of the first fortnight, the expectoration 
was occasionally found to contain small fragments of dead cartilage. 
The patient’s breathing, however, soon became painless and free, 
cough and expectoration gradually lessened and her general state 
steadily improved. Still, any attempt at removing the tube was in- 
variably followed by an attack of suffocation. The latter circumstance 
as well as certain peculiarities of the laryngoscopic aspect of the parts 
(a considerable displacement of the santorinian cartilages, etc.), led 
the author to the supposition that the posterior segment of the cricoid 
cartilage might be also broken. Starting from the supposition, he 
made, three months after the first operation, a laryngofissure ascending 
from the tracheotomy hole up to the hyo-thyroid membrane. Con- 
trary to his expectations, he found that the whole cricoid cartilage had 
disappeared tracelessly, the upper posterior laryngeal wall being formed 
by the lower portion of the anterior wall of the pharynx. In view of 
the discovery, it remained only to close the wound with sutures and 
re-insert the tube. 

The patient again made a speedy recovery and, two months later, 
left the hospital perfectly well, her breathing being quite free. When 
seen a year after the accident, the girl was able to breath freely with 
the tube hermetically corked, and that during the whole experiment of 
3 weeks’ duration. Hence the author felt justified to dispense with the 
tube altogether. In a few days, however, the patient’s breathing be- 
came again difficult, which induced the author to re-introduce the tube. 
Analyzing his remarkable case, Dr. Sokolowski points out: 1. That cases 
of fracture of the larynx are extremely rare. As a matter of fact, in- 
ternational literature up to the date contains not more than 80 or 90 
cases, Fischer’s collection embraces 75 cases published since Mor- 
gagni’s time up to 1881. To those Dr. Sokolowski adds later cases 
reported by Drs. Morell Mackenzie, Roc-Soyons, Knaggs, Schottok, 
Arbuthnot Lane, and Besner. Further cases have been communi- 
cated by Drs. T. H. Berendt, ANNALS oF SuRGERY, September, 
1888, p. 211, M. Murray, British Medical Journal 
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November ro, 1888, p. 104, and Wright, Jour. of Laryn. and Rhin., 
February, 1889, p. 76.—Reporter. 2. That amongst laryngeal fract- 
ures, a simultaneous lesion of the thyroid and cricoid cartilages repre- 
sents a relatively rare occurrence (of Fischer’s 75 cases, only g are of 
the kind). 3. That prognosis is very grave (of Fischer’s 71 cases, as 
many as 56 ended lethally). It is especially bad when the cricoid car- 
tilage is involved. Of Durham’s 28, and Fischer’s 27, none recovered. 
The only case ending in recovery was published by Treulich, Centrd/. 
f. Chirug. No. 14, 1876, Sokolowski’s being, therefore, only a second 
instance. 4. That it is only the third case of laryngeal fracture in 
which a laryngoscopical examination was made shortly after the acci- 
dent (the other two being described by Drs. Schroetter and Morell 
Mackenzie) and the first case in which the laryngoscope furnished a 


quite distinct confirmation of the results obtained from an external ex- 


amination.— Gazeta Lekarska, No. 17, 1889. 


IV. Blood-Cysts of the Neck. By Prof. Ivan A. Erremov- 
sky (Warsaw). The author describes the following rare and interesting 
case: A generally healthy patient, zt. 54 years, a book-keeper, was ad- 
mitted to the author’s clinic, May 1, 1887, on account of a cervical 
tumor causing attacks of giddiness. According to the patient’s state- 
ment, about six years previouslv, he had first noticed a soft movable 
swelling of the size of a walnut, situated on the left side of his neck. 
It had been growing but very slowly, having attained after years the size 
of a small orange; about a fortnight before his admission, however, it 
had suddenly commenced to increase very rapidly. On examination, 
the left side of the neck was found to be occupied by a very promi- 
nent, painless, non-movable, moderately tense, fluctuating, but non- 
pulsating and incompressible tumor reaching upward tothe level of the 
upper margin of the thyroid cartilage, downward to the clavicle, inward 
to the sternoclavicular joint, backward to the trapezoid muscle which 
partly overlapped the cyst. The latter consisted of two large knobs, of 
which the posterior was soft throughout, while the anterior had a dense 
portion constituting, so to speak, the cyst’s bottom. The integuments 
were non adherent and quite healthy, the carotid and cardiac sounds 


as well as respiratory murmurs perfectly normal. A puncture by 
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Pravaz’s syringe withdrew a rather bright sanguinolent fluid with red 
blood-corpuscles undergoing disintegration of various grades. The 
third day after the puncture, there suddenly appeared at its site a large 
ecchymosis which gradually, in the course of 17 days, extended over 
the left side of the chest and left scapula. At the same time, the tu- 
mor began to as gradually dwindle away to disappear tracelessly in a 
couple of weeks. For about a year, the patient remained quite well 
and sound. June 1, 1888, however, he was suddenly attacked by a vio- 
lent rigor followed immediately by a rapid development of a swelling on 
the old site, the tumor attaining the size of a man’s fist in about six 
hours and causing left-sided headache, nausea, giddiness, pricking in 
the left ear, and difficulty in breathing and swallowing, which induced 
him to seek his re-admission to Professor Efremovsky’s wards, June 6. 
This time the tumor proved to have truly enormous dimensions; it ex- 
tended over the whole left side of the neck, penetrating deep under 
the lower jaw and clavicle, pushing the larynx, trachea and large ves- 
sels far into the right side, and reaching posteriorly the spinous pro- 
cesses of the cervical vertebra. The cyst’s walls were very tense, but, 
as on the former occasion, the tumor did not pulsate, could not be 
diminished in size by compression, and did not change its bulk on 
coughing or arresting the respiration. In order to relieve its tension, 
about 7 ounces of its contents were drawn off by a syringe, the fluid 
removed being seemingly nothing else than an ordinary venous blood. 
A compression (by means of cotton wool and bandage, after Miku- 
licz’s plan) was tried, but given up after a few hours on account of se- 
vere pain. During the next two days the tumor markedly increased 
still further, causing aggravation of all symptoms as well as paralysis 
of the left side of the larynx, bulging out of the left half of the fauces, 
sleeplessness and delirium. From the tenth day (since admission), 
however, the cyst began to steadily decrease, the patient’s general 
state improving correspondingly. By the end of two months it disap- 
peared, but by no means tracelessly; there remained a, a knotty, firm 
nodule of the size of a pigeon’s egg,situated above the clavicle, just be- 
hind the posterior edge of the left sternocleidomastoid muscle; 4, some 
fulness of the corresponding supraclavicular region; and ¢, paralysis of 
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the left true vocal cord, causing permanent hoarseness. All the changes 
were still present when the man was shown to the society mentioned 
below February 11, 1889. Analyzing his curious case, the author 
points out that it stands yet alone in international literature. The lat- 
ter is said to contain not more than 30 cases of blood-cysts of the neck, 
which may be divided into four categories. One of them includes cysts 
representing simple dilatations of venous trunks, the varis either re- 
maining in communication with the vein, or separating from it with 
time and then found lying isolated. Another group is made of cysts 
resulting from a defective development of the venous system. A third 
is constituted by blood-cysts arising from serous cysts and multilocular 
hygromata; and the fourth by deep cavernous angiomata transforming 
into blood-cysts through a gradual atrophy of the tumor’s walls and 
dilatations of their cavities. Such angiomata, when situated in the vi- 
cinity of a large vein, can subsequently enter into communication with 
the vessel. To which of the categories does the author’s case belong? 
The cyst could not be either a simple varicose enlargement of a vein,or 
a cavernous angioma communicating with a venous vessel, since the 
tumor was incompressible. It could not be an isolated varis, since it 
would be quite inconceivable, why the tumor, having remained rela 
tively small for six years, all of a sudden became very large, and why, 
after its complete absorption, a recidive occurred. It could not be a 
traumatic hematoma arising twice from a rupture of a large sized vein, 
since then a prolonged existence and very slow growth would remain 
quite unaccountable; besides the patient had never received any slight- 
est traumatic injury to his neck. On the whole, Dr. Efremovsky con- 
fesses that he has no theory whatever to suggest, the case, like many 
other instances of cervical blood-cysts, being extremely obscure in eti- 
ological and pathological regards. The author adds a review of the 
cases he has collected from literature. They are these: Volkmann’s, 
Arch. f. Klin. Chirurg., vol. xv, p. 568; Huebner’s, Zd., vol. xx, p. 
561; Hueter-O. Guenther’s, Deut. Zeitschr. f. Chirurg., vol. viii, p. 
450; Glueck’s, (2 cases), Deut. Med. Wochenschr., vol. xii, p. 71; and 
1887, No. 5; Wolff’s, (2 cases), Baggerd’s Berlin Inaugu.. Dissert.. 
1883; and Berlin Klin. Wochenschr., 1884, p. 60; Langenbeck’s, (6 
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cases), Deut. Med. Wochenschr., vol. xii, p. 71; and Arch. f. Klin. 
Chirurg., vol. i, p. 40; and vol. xxi, p. 133; Gurlt’s Die Cystengesch. 
ad. Halses; Bairdi’s, Deut. Zeitschr. f. Chirurg., 1878, No. 44; Ran- 
sohoff’s, Cincinnati Lan,, 1884, July 5; Weil’s, Wien. Med. Wochen- 
schr., 1886, No. 51; Voelker-Franke’s, Deut. Zeitschr. f. Chirurg., 
vol. xxvili, p. 411; Billroth’s, Arch. f. Klin. Chirurg., vol. x, p. 186; 
Schede’s, /d., vol. xiv, p. 21; Michaus’. (4 cases), Budl/. de ? Acad. de 
Med. de Belgique, 1851-2; W. Hey’s-Guenther’s, Lehre von 1. Opera- 
tionen, am Halse, p. 351; John Warren’s, /d.; Jostelli’s, 7d., p. 353; 
Woerner’s, Brunz’ Beitrage zur Klin. Chirurg.; Busch’s, (3 cases), 
Deut. Zeitschr. f. Chirurg., vol. xxviii, p. 431. Besides, the author 
mentions Lindner’s case, /0., vol. xv, p. 301; of varices of both of the 
external jugular and several thoracic veins; and Siebold’s, J/d., vol. 
vill, p. 459; Of a traumatic hematoma. Of 18 cases with known issue, 
3 ended in death, 12 recovered, 3 remained unbenefited by treatment. 
—Transactions (f the Warsaw University Russian Medical Society, 
1889, vol. i. 


VALERUS IDELSON (Bern). 


V. A Case of Pneumatocele Cranii. By Pror. E. SonNnEn- 
BURG (Berlin). A perfectly healthy girl, zt. 12 years, noticed acci- 
dentally, some six months previous, a small round painless tumor situ- 
ated behind the right ear. 

Patient knows of no cause for the tumor, never had ear trouble, the 
hearing is normal in both ears. 

The tumor is on the right side of the head, behind the ear, pecu- 
liarly tense, about the size of an apple, with an irregular and somewhat 
nodular surface. It is perfectly painless and can be so compressed by 
the finger that the underlying bone can be felt. On percussion it gives 
a tympanitic note. Strong pressure on the tumor causes it to grow 
smaller, without producing any disagreeable sensation to the patient. 

On puncturing the swelling with a fine canula, air escapes with a 
hissing noise and the tumor collapses completely, but gradually fills 
when strong expiratory efforts are made, showing that there is a com- 
munication between the tumor and the throat. 
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Examination of the ear reveals nothing abnormal. The tumor was 
incised. On cutting through the skin and pericranium, the tumor col- 
lapsed completely. The bone appeared as if covered by a new peri- 
cranium. Immediately over the mastoid process the bone was some- 
what roughened, but close examination revealed nothing abnormal. 
The wound was packed with iodoform gauze and healed kindly. So 
far there has been no return of the trouble. 

There are in all 18 recorded cases of pnematocele cranii, and in 
most cases the trouble occurred suddenly.— Deutsch Med. Woch. 

F. C. Husson (New York). 


CHEST AND ABDOMEN. 


I. Anatomical Researches upon the Point of Election for 
the Incision in the Operation for Empyema. By C. WALTHER 
(Paris). W’s. observations upon 30 cadavers referred to the following 
points: 

1. The deepest portion of the pleural cavity, and the incision neces- 
sary to determine the same. 

2. The landmarks in the living subject whereby the same can be cer- 
tainly located. 

3. The advantages and disadvantages of this, as compared with 
other points of incision. 

With the body in the dorsal position, the head and upper portion of 
the thorax slightly raised, the seventh eighth and ninth intercostal spaces 
posteriorly correspond to the deepest portion of the pleural cavity. This 
varies in different individuals. ‘The seventh space frequently lies under 
the point of the scapula; the ninth sometimes lies over the liver and 
diaphragm. _ The eighth intercostal space posteriorly is therefore rec- 
ommended as answering the requirements in the largest number of 
cases. 

As to the second point in the series of observations, the author rec- 
ommends that the patient be laid upon the sound side, the ninth rib is 
sought, and an incision seven or eight cm. long is made along its upper 
edge, ending three fingers’ breadth anterior to the spinous process of 
the vertebra. In opening the pleural cavity it should be borne in mind 
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that the upper edge of the rib does not pass forward in a straight line, 
but rather inclines forward and downward. Should the pleural wound 
not suffice for free drainage, a resection of the ninth rib may be added. 


In reference to the third point, it is to be noted that the intercostal 
arteries and nerves are not injured in the above described operation. 
In addition to this, the position of the opening favors free drainage, 
and in cases of right sided empyema, the danger of wounding the liver 
is lessened. Still further the author claims that the tendency to nar- 
rowing of the chest cavity is lessened by attacking the rib at this point. 
—Bull. de la Soc, Anat. de Paris, 1888, p. 259. 

Dr. Guido Turazza, of Italy (Centbi. f. Chirg. No. 37, 1889) claims 
priority for this method for Dr. Bianchini. He asserts that it has been 
n use for many years, Dr. Bianchini and himself having performed it 
in more than 50 cases, He asserts that the tendency to retraction of 
the chest wall is not so slight as claimed by Walther but sometimes he 
found difficulty in establishing drainage. Caries of the rib may follow 
the use of too large a drainage tube according to Turazza. 


II. Pulsating Pleuritis. By J. Courtey (Paris). In pulsating 
pleuritis the diseased side presents peculiar jarring movements, which 
are synchronous with the pulse and heart contractions. The jarring 
movements may spread all over the chest wall, or may remain limited 
to the surface corresponding to the effusion. Pulsating pleuritis is al- 
most always left-sided, and generally suppurative. The occurence of 
pulsation is of some significance if the clinical fact be established that 
itis more frequently present in empyema. The possibility of the con- 
dition being confounded with aneurism should be borne in mind; how- 
ever, careful auscultation and percussion may easily guard against such 
an error in diagnosis. 

After evacuation of the pus, pneumo thorax is frequently found to ex- 
ist, the lung being in an atalectatic condition and failing to expand 
and fill the chest cavity. The pulsation cease with the emptying of 
the cavity of the pleura, to return should the same refill. 
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The heart is displaced to the right, and is firmly held by means of 
adhesions.— Arch. Gen. de Med., April, 1889. 
G. R. FOWLER (Brooklyn). 


III. The Treatment of Gangrenous Herniz by Primary 
Resection and Suture. By Dr. R. HAGEMANN (Bernburg.) Dr. 
Hagemann reports two interesting cases of gangrenous hernia treated 
by primary resection and suture. 

The first case, a boy et. 12 years, suffering from congenital lett sided 
inguinal hernia, was operated on for strangulation of the same on the 
17th of August, 1887. 

At the time of operation the child was almost in a condition of col- 
lapse. 

On opening the hernial sac the intestine was found to be gangrenous 
and resection was undertaken. The cut was prolonged up to the in- 
guinal ring, when the wound and intestine were thoroughly disinfected 
with 1:10,000 bichloride solution, the constriction was incised, and the 
loop of intestine drawn out of the abdominal cavity, and secured above 
and below by a silk ligature. As perforation of the gut had not yet 
taken place, it was placed in a pus basin, the wound having been 
previously packed with iodoform and gauze, and an incision then made 
into the gangrenous part when a little gentle pressure caused the con- 
tents to escape without soiling the field of operation, the loop of intes- 
tine was then washed out till the fluid returned perfectly clear. For 
excision straight scissors were used, the cuts being made in healthy 
gut. The separation of the gut from the mesentery was made in a 
transverse direction at about 1 cm. from the mesenteric border of the 
intestine, partial ligature ez masse being used for the mesentery. To 
reunite the divided ends, the suturing began at the mesenteric fissure 
and this was closed by four sutures, the last of which united the mesen- 
teric ends of the gut. Then circular enterorraphy was made, inter- 
rupted sutures being used, being alternating mucus, mus- 
cular and serous. ‘The intestinal wound was not completely closed 
but an opening large enough to admit the point of an irrigator 
left, and through this fluid under pressure was permitted to flow, in 
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order to test the strength of the sutures, these proving satisfactory; the 
irrigation tip was removed and the fluid allowed to escape and the 
opening was closed in the usual manner; the ligatures above and be- 
low were then removed, the intestine carefully cleansed and returned 
to the abdominal cavity, the external wound sutured, a dressing ap- 
plied, and the patient put to bed. 

The operation lasted 14 hours. The patient made a good recovery. 

The portion of resected gut was small intestine and measured 31 
centimeters. 

The second case was a strangulated femoral hernia in a woman, et. 
46 years, who was operated on in November, 1887. The intestine 
being gangrenous was excised and the same procedure gone through 
in this case as in the first. The patient recovered perfectly. 

The resected gut measured 14 cm., and the operation lasted 14 
hours. 

Doctor Hagemann concludes his interesting paper with the follow- 
ing remark: 

He divides the operation for gangrenous hernia with resection of the 
gut into five steps: st., exposing the gut; 2nd., preparing the gut for 
operation; 3rd., excision; 4th., suture; 5th., reposition and closure of the 
external wound. 

The first step needs no comment. 

In the second step, under the most unfavorable aseptic conditions, 
it is necessary to have the greatest possible asepsis. In opening the 
hernial sac we have a strongly septic operating field; still worse are the 
conditions when perforation has taken place, hence the constricting 
ring should not be cut till the gangrenous gut has been properly 
washed off, the perforation, if any, closed by forceps and the wound 
filled with iodoform gauze. 

In excision of the loop of intestine the cut is made vertically to its 
axis, and straight scissors used. As for the shape of the incision in 
the mesentery, it may be wedge-shaped when but a small knuckle of 
intestine is to be removed, but when much has to be sacrificed a trans- 
verse separation of the gut from the mesentery is to be preferred, for 
if the wedge-shape incision is used, the wedge is so blunt as to really 
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resemble a transverse separation, or the point of the wedge goes so 
deeply in the mesentery that serious hemorrhages may result or gan- 
grene of the intestine by cutting off too much of the blood supply. 

The fourth step begins with the smoothing of the edges of the intes- 
tinal wounds, and their preparation for suture, the mucous membrane 
always protruding on account of the contraction of the muscular coat. 
Dr. Hagemann in his cases did not cut away the protruding mucous 
membrane but inverted it inwards, stating that it diminishes hzmor- 
rhage, and in a certain measure this abundant fold of mucous mem- 
brane prevents the escape of the contents of the gut, hence 
diminishes the danger of infection. One point on which Dr. 
Hagemann lays a good deal of stress is the use of the ordinary fine 
surgical needle, and of moderately fine silk, such as is used for plastic 
operations, his reasons being that suturing takes less time and 
being accustomed to this size of silk there will be no fear of tying too 
tight or too loose or having the sutures cut through in being tied. He 
states that a large number of failures in primary resections depend on 
the insufficient firmness of the sutures. Madelung reports 8 cases of 
death due to this cause. The factors which prevent firmness of the 
suture are too loose tying, abnormal friability of the tissues and too 
large interspaces between the sutures. Madelung recommends that the 
sutures be placed at very close intervals for the size of the lumen of the 
gut is extremely variable, depending on the amount of metorism which 
generally takes place after all intra-peritoneal operations. And sutures 
which appeared close together in a contracted intestine are wide apart 
in a distended one. 

Dr. Hagemann further states that the sutured gut should not be re- 
turned to the abdominal cavity before the firmness of the suture has been 
ascertained, and to do this he subjected the gut outside of the abdomen 
to the same influences which bring about tearing of the sutures and 
escape of feeces within the abdomen. These influences are pressure of 
the intestinal contents against the suture and tension of the same by 
meteorism or peristalsis. This increase of intra-intestinal pressure he 
produced by filling the sutured loop with fluid under a certain pressure 
the pressure being increased till the circumference of the loop resem- 
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bled that of a markedly tympanitic intestine. This he accomplished as 
follows: the submuscular suture was made in such a manner that a suf- 
ficient opening was left to introduce the tip of the irrigator, then the 
nozzle of the instrument was introduced and the gut was distended with 
fluid which was allowed to run out, and then the serous suture was ap- 
plied as far as the opening and the same process gone through. Being 
assured that the sutures were firm and no fluid escaped the opening 
was closed. 

Hagemann considers the sero-muscular suture‘as the most important 
for it can not be expected that the ends of the gut will heal by primary 
union. The union of the intestine takes place by adhesive inflamma. 
tion of the peritoneal surfaces. 

The last act of the operation consists in returning the loop of intes- 
tine to the abdominal cavity and the closure of the wound in the soft 


parts. —Deutsche Med. Woch., No. 31, 1889. 
F. C. Husson (New York. 


IV. The Extent to which Mesentery may be Safely Re- 
moved From Its Attachments to the Intestines. By 
Oreccuia and C, B. CHIARELLA. As a result ofa series of experi- 
ments upon dogs, these authors found that: 1. For the purpose of ex- 
tirpation of tumors and for other reasons, a limited portion of mesen- 
tery, when quite adjacent to the bowel, and more extensive when 
further removed from the latter, may be removed without danger of 
gangrene to the intestine. 2. In cases of transverse resection of the 
bowel, gangrene is not a necessary consequence, even when the strip 
of mesentery removed extends beyond the line of section of the intes- 
tine. Here Jobert’s suture isindicated. 3. The wounding or ligature 
of the superior mesenteric artery endangers the vitality of the small in- 
testine. The continuance of the operation is contra-indicated in case 
this vessel is imbedded in the tumor to be removed in such a manner 
that isolation of the same is not possible; the inferior mesenteric artery 
may be ligated without danger of gangrene of the large intestine re- 


sulting. —Riv. Chir., 1888, 11. 
GEORGE R. FOWLER (Brooklyn). 
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V. The Present Methods of Radical Cure for Abdominal 
Herniz. By Pror. von Nusssaum (Munich). After giving his 
views on the indications for the radical cure of herniz, the author 
compares his own method of antiseptic operation and Czerny’s method 
with Schwalbe’s injections of alcohol around the neck of the sac. His 
own method consists in exposing the sac, dissecting it loose from ad- 
hesions and drawing it out a little. He then replaces the intestine 
(without “pening the sac), sutures the neck with a continuous suture of 
catgut, and amputates the sac about one centimetre below the suture. 
In case the operation is done in conjunction with the operation for 
strangulated hernia, or if omentum is adherent inside the sac, the 
author opens the sac before suturing and amputates the omentum af- 
ter ligation. ‘The sutured neck is then stuffed into the canal, a drain- 
age-tube inserted, deep and superficial continuous sutures of chromi- 
cised catgut applied, and a sublimated dressing used. 

In suitable cases suture of the pillars is also practised, with sublim- 
ated juniper-catgut. 

Czerny’s method differs from the author’s in the particulars that 
Czerny ligates the neck of the sac instead of suturing it, and does not 
amputate it, but endeavors to obliterate it. Czerny also insists on the 
suture of the pillars. 

In cases of gangrenous hernia the author always establishes an arti- 
ficial anus, before suturing or replacing the gut. 

Schwalbe’s method of injecting alcohol in a concentration, varying 
from 20 to 80%, around the sac, but neither into the sac nor into a 
blood vessel, compares favorably with the operative method, as far as 
recurrence is considered. (One quarter of the cases operated upon 
recur after several years.) 

Eighty to one hundred injections are necessary, and they are diffi- 
cult of execution; (as difficult, savs Schwalbe, as to perform a good 
iridectomy.) One never knows when a patient is entirely cured. 

The best method of operation for hernia is from the inside, lapa- 
rotomy being first performed; but this is combined with too great risks 
at present. 


The author is in favor of continuing his operative method with the 
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alcohol injections of Schwalbe; or of applying the actual cautery around 
the suture of the neck (secondarily, after three weeks), in order to pro- 
duce a firm cicatrix.— Berliner Klinik, Hft. 12, June, 1889. 

W. W. VAN ARSDALE (New York.) 


VI. On the Technique of Resection of the Rectum. By 
Dr. W1LL1AM Levy (Berlin). Rectal resection for the removal of 
high-seated growths has been greatly facilitated by the works of 
Kocher and J. Kraske (v. ANNALS, 1885, November, p. 414, 415). 
Still, in either procedure the coccyx is sacrified, the pelvic floor is 
robbed of a considerable part of its support, and the patients often 
have very annoying after trouble (incontinence of the sphincter ani, 
prolapse of the mucous membrane). Heineke’s proposition (p. 445) io 
retain and only temporarily resect the coccyx and lower end of sa- 
crum is, hence, certainly to be considered. Only the method of 
Heineke is very complicated. Moreover, he carries his incision 
straight through the pelvic floor, and can only re-establish the natural 
closure of the anus by a secondary operation. Evidently pelvic 
floor and sphincter muscle can be best avoided when the incision does 
not come near them. The only question is whether this 1s possible, 
and yet high portions of the rectum be made sufficiently accessible. 
The ease with which this succeeded on the cadaver leads Levy to 
publish his method without having tried it on the living. 

A horizontal 8 to ro cm. long incision, quite down to the sacrum, is 
made about a finger-breadth above the cornua cocygea. From both 
ends of this cut he makes a vertical incision, 8 cm., downward, through 
skin and gluteus maximus. In one of the vertical cuts a hook is placed 
and drawn forcibly outward. The lateral border of the tuberoso-sa- 
cral ligament is laid bare by blunt scraping aside of the gluteal fibres. 
This ligament with the spinoso-sacral is divided horizontally at the 
border of the bone. The same is repeated on the other side. Then 
with an elevator the connective tissue is forced off from the front wall 
of the sacrum. The blunt end of arather narrow pair of bone shears 
is pushed in between elevator and bone and the sacrum cut through. 
By having the piece of bone attached to the skin flap, to which by 
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far the greater portion of the spinoso- and _ tuberoso-sacral ligaments 
are attached, drawn forcibly down by a strong hook, a portion of the 
rectum will be exposed. After division of superposed connective tis- 
sue and, if necessary, the removal of infected glands, the rectum can 
be exposed downward to within 2 cm. of the anus, and upward to the 
sigmoid flexure. Where the size of the tumor to be removed necessi- 
tates it a portion of the left sacral wing can be easily removed, ac- 
cording to Kraske, without injuring the firmness of the pelvic floor. 

The further treatment scarcely needs to be detailed—careful union 
of the resected gut-ends by a double row of sutures, return of the dis- 
placed flap to its old position, bone and then skin sutures. The verti- 
cal incisions may either be left open and tamponaded with iodoform 
gauze, or united to a small spot in the upper angle for a drain from 
the vicinity of the rectum, As the patient lies on the back drainage 
is favored, either where continuous irrigation is practiced at first, or 
the wound immediately closed with an antiseptic dressing.—Cen 6/. 
J. Chirg., 1889, No. 13. 


WILLIAM Browninc (Brooklyn). 


VII. Foreign Bodies inthe Rectum. By Dr. ALExEr A. 
TRoIANorF (St. Petersburg). A shoemaker, zt. 15 years, was ad- 
mitted with obstinate sanguinolent diarrhcea, accompanied by excruci- 
ating tenesmus. The nozzle of a syringe, when introduced into the 
rectum, met some hard obstacle just beyond the sphincter. On exam- 
ination, the ampulla proved to be tightly filled up with small shoe 
(wooden) nails. They were removed, partly by fingers, partly by 
washing out. The whole mass, when dried, weighed over a pound. 
The rectal mucous membrane was found to be covered with wounds 
and ulcers. The diarrhcea and tenesmus subsided almost immediately, 
the rectal lesions speedily healing under an appropriate treatment. 
The lad stated that he “had been habitually swallowing the shoe tacks 
in order to alleviate continuous sensation of nausea from which he had 
been suffering for many years.”— Zhe Obukhovsky Hospital Surgt- 
cal Reports for 1887, 1889. 


VALERIUS IDELSON (Berne). 
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EXTREMITIES. 


I. Successful Simultaneous Triple Amputation for Rail- 
way Injuries. By Dr. Stepan I. Kotaco (Wilmanstrand, Finland). 
An emaciated and weakly Finnish tailor, et. 41 years, while in intoxi- 
cated state, was run over by a railway train near the town station and, 
a few minutes later, was brought to a local lazeretto. On examina- 
tion, he was found to have received compound comminuted fractures 
of a, the right leg in its middle third; 4, left leg in the lower third; and 
c. the left arm in the lower third. Besides there were present a simple 
fracture of the second metacarpal bone of the right hand, and numer- 
ous erosions and ecchymoses over the limbs, face, forehead and scalp. 
The patient was greatly collapsed, lying quietly, faintly moaning and 
trembling. Without any delay the man (who was still obviously in- 
toxicated) was brought slightly under the influence of chloroform, and 
the following operations were successively performed by Dr. Kolago: 
1. The left upper limb was amputated in the upper third of the arm 
(after a circular method). 2. The right leg inthe upper third (after 
Langenbeck’s flap method). 3. The left in the middle third (after the 
same plan). The wounds were washed out witha 3 and a 5% car- 
bolic solution, and subsequently freely powdered with iodoform and 
dressed with iodoform gauze and hygroscopic wool. The operations 
took not less than four or five hours; since they were to be performed 
under most unfavorable circumstances, the time being night, the il- 
lumination very poorly, the patient lying on a bed, the number of as- 
sistants being but scanty. In addition the patient frequently vomited 
and passed stools, which required cleansing, etc. The right hand was 
put into a syphem dressing. In the course of the first week all flaps of 
all the three stumps began to slough away, and enormous ulcerating 
and profusely suppurating surfaces soon formed after the separation of 
dead tissues. Notwithstanding that complication and the patient’s 
bad general state and severe injuries, the man ultimately recovered. 
The stumps soundly cicatrized in about 8 weeks. After a 4-months’ 
stay, he was discharged, having markedly gained flesh and personally 
looking well. When seen again, two years later, he continued to en- 
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joy good health, and was even “cheerful and jolly.” The successful 
issue of his case is attributed by Dr. Kolago to a most careful nursing 
after the operations, including nutrition, diet, daily change of linen, 
thorough ventilation of the patient’s room, etc. The author points to 
an extreme rarity of successful triple amputations [similar instances 
were recently published by Drs. J. Ashhurst, of Philadelphia, and A. E. 
Maylard, of Glasgow, (vide ANNALS OF SuRGERY, August, 1888, p. 
253), S. C. Wallace, of Rock Rapids (case of a quadruple amputation, 
ibid., September, p. 220); T. Buckner Luckie, of Birmingham, Ala. (2 
cases, tdid., February, 1889, p. 145); Reid Alexander, of Kansas (.S¢. 
Louts Med. and Surg. Journal, June, 1889, p. 388). The latter au- 
thor mentions, further, similarly successful cases of Drs. M. Champe- 
nois, of the French Army; Koebler, of Schuykill Haven; Stone, of New 
Orleans, and a case of an unnamed surgeon of York, Pa.—Ae- 
porter. |— Voenno-Meditzinsky Jurnal, June, 1889. 


VALERIUS IDELSON (Berne) 
GENITO-URINARY ORGANS. 


I. Wounds of the Kidneys. By M. Turrier (Paris). In 
cases of a wound of the convex edge of the kidney, there occurs a co- 
pious hemorrhage from the network of veins of the cortical substance 
of the organ, this being easily arrested, however, by slight compres- 
sion. ‘The wound remains small, there being no tendency for the pa- 
renchyma to force itself through the opening. Incase of clean inci- 
sion, the wound not reaching to the pelvis of the kidney, nor the ure- 
ter, urinary infiltration does not follow; the, tubuli uriniferi become 
occluded up to the level of the wound, by the fibrinous exudation and 
coagulation therein, while the balance of the organ continues its func- 
tion. Wounds of the kidneys have a remarkable tendency to heal 
rapidly and without suppuration. In 69 cases, according to Tuffier, 
in only 7 suppuration occurred. 

Hemorrhage, in case of injury of the hilus, is, next to shock, the 
most important symptom, and this may be so profuse as to be fol- 
lowed by death from this cause alone. In bullet wounds, secondary 
hemorrhage is frequently observed. The gush of urine, as a pathog- 
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nomonic sign, unfortunately, is very rare. Among 38 bullet 
wounds, the author found the symptom present only 3 times; in 37 
cases of incised wound, in only 1 was it present. The symptom of 
pain varies considerably. The observations proved, however, that if 
the pain became increased on the second or third day, injury to the 
peritoneum or the bowel had occurred, while its appearance later (5 
to 10 days) is usually coinsident with a breaking down of a blood ex- 
udate into suppuration. 

Hezematuria is characteristic, although not always found. In 31 
cases of wound from a sharp instrument it was observed 18 times. In 
bullet wounds it ismore frequent. Anuria is the exception. 

Under the head of complications are to be mentioned prolapse of 
the kidney. This may occur without any injury of the kidney having 
occurred. Suppurative processes are relatively infrequent. These 
appear from the sixth to the tenth day, the pain being increased and 
accompanied by fever and swelling in the lumbar region, more fre- 
quently by bullet wounds, particularly when foreign bodies have passed 
into the wound. Asa result of this intra and peri-renal abscess oc- 
curs, Or suppurative cystitis. 

Fistulz, even after suppuration, are rare. Among 78 wounds of the 
kidney, recorded in the Surgical History of the War of the Rebellion, 
in only one case did a permanent fistula ensue. Coincident injury of 
the peritoneum is found principally in bullet wounds. The prognosis 
in these cases must be cautiously given. In 31 incised wounds, 21 
recoved and 8 ended fatally (the other 2 are not accounted for). In 
38 bullet wounds, among which 20 were wounds of the kidney alone 
and 18 were complicated by other injuries of the abdominal contents, 
22 recovered while 16 ended fatally. The prognosis isrendered much 
more grave by these latter complications. 

In treatment Tuffier advocates antiseptic measures and warns 
against precipitate nephrectomy. In clean incised wounds of the 
kidney, recovery is the rule. In this class of cases uncontrollable 
hemorrhage alone justifies this radical procedure. 

Further, the author discusses wounds and ruptures of the ureter. 
These are very rare. Since the development of the surgery of the ab- 
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dominal orgons, accidental injury of the ureter has become more 
frequent. The symptoms of urinary infiltration or fluctuating swelling 
occuring suddenly after a violent pain in the lumbar region may 
awaken a suspicion of rupture of the ureter. These injuries are very 
grave. Among 15 cases 7 deathsare noted by the author. While 
wounds of the kidneys easily and spontaneously heal, injuries of the 
ureter never follow this favorable course, fistulze frequently following, 
which are frequently only curable through nephrectomy.— Arch. Gen. 
de Med. March, 1889. 
G. R. Fow er (Brooklyn.) 


II. The Operative Treatment of Urinary Retention From 
Hypertrophy of the Prostate. By Dr. H. KumMMELL (Hamburg). 
Kummell has already written on this subject. The present report in- 
cludes also his later experience. All are familiar with the frequent 
occurrence of prostatic hypertrophy in the aged, and the attendant 
urinary difficulties of old men, often continuing for years. All must 
acknowledge that previous methods of treatment, our present thera- 
peutical efforts, do not completely answer the purpose. True, we are 
able by posture, by permanent catheterization, bladder puncture, 
boutonniere and other means, to temporarily remove the danger of acute 
or chronic retention of the urine; but we are certainly not in a posi- 
tion thus to secure to the patient a spontaneous discharge thereafter. 
And what a sad life it is to go about with a bladder-fistula or to be 
only able to pass urine by a catheter is shown us by the unfortunates 
afflicted with such troubles. It is remarkable that with the colossal 
advances in surgery, particularly in that relating tothe bladder, pros- 
tatic hypertrophy is treated so shabbily. The efforts again being 
made of late years to remove the impediments formed by the projec- 
tion of portions of the prostate into the bladder—he mentions the 
works of Bottini, Harrison, McGill, B. and M. Schmidt, amongst many 
others—have shown such successes that it is no longer a question of 
isolated successful cases, but of a definite predetermined method. He 
is inclined to accept the view of v. Dittel that we are not justified, for 
every urinary retention of old people, in opening the bladder and ex- 


| 
+ 
, 
4 
a] 


1 oe Hii ee 


5 ORIN iis 


—— 
ph -- 











468 INDEX OF SURGICAL PROGRESS. 


posing the patient to the by no means indifferent operation of supra- 
pubic cystotomy to see whether any impediment is present. We are 
bound and in a position to make an exact diagnosis previously. He 
inclines to think that the relative rarity of operative endeavors in 
- hypertrophy of the prostate has been due to an underestimation of the 
frequency with which portions of the prostate project into the bladder 
and thus interfere with urination. With some practice it is not difficult 
to convince ourself of the presence of such impediments, and to estab- 
lish the diagnosis either by the combined examination with the 
catheter and a finger introduced into the rectum, or if necessary with 
the cystoscope in the manner given by Nitze. In the cases which 
Kummell has had occasion to operate—6 so far—a diagnostic error 
has never occurred. Advanced kidney affections may be considered 
as a contraindication, although in one case where albumen was abund- 
ant Kummell did the operation and not only gained a cure but saw 
the albumen disappear. 

A further counterindication is complete abeyance of the muscular 
activity of the bladder, particularly an extensive paralysis of the 
detrusor, in which case, though the operation be successfully done, it 
will not make the patient able spontaneously to pass urine;—except 
where severe septic processes, serious general disturbance, fever, etc., 
are present and render energetic efforts necessary to preserve the 
greatly endangered life rather than for re-establishment of the impeded 
discharge. 

The 6 operations which Kummell has to report were with one excep- 
tion all done on severe cases in which the various ordinary means had 
been used a long time, on patients with high evening-temperatures 
whose general condition was very poor, and in whom the dreaded 
bronchitis was in sight and the tongue brown—in short where the 
well-known symptoms had appeared. Then only, when further delay 
seemed dangerous, was the operation undertaken. 

As to the method of the operation, he did not choose the path taken 
by Bottini of burning away the impeding portions of the prostate with 
the galvano-cautery through the urethra, nor yet the median incision 
occasionally employed by von Langenbeck and others in operations 
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for calculus, because he does not think that in this way we get a suf- 
ficient view of the conditions of the bladder, nor are we thus in posi- 
tion to secure the favorable conditions as in suprapubic cystotomy for 
exact operating, thorough disinfection or for possible dilatation of the 
vesical cervix. He extirpated not only the so-called median lobe but 
all portions of the prostate projecting into the bladder and hindering 
urination. Sometimes it was a single hypertrophic lobe, sometimes a 
uniform concentric hypertrophy, that projected like a portio vaginalis 
into the bladder lumen. 

Again it was a horse-shoe shaped hypertrophy or the right or left 
lobe alone was hypertrophied. A symptom of the presence of a single 
lobe, which seems to him important and was corroborated at the 
operation in 2 cases, is the patient’s statement that when he attempts 
to introduce a catheter, it often does not succeed, because a cramp 
comes on that prevents further progress, doubtless owing to the clos- 
ure of the urethral orifice by contractions of the bladder through the 
agency of the movable lobe. He operates by opening the bladder 
through a suprapubic incision, disinfecting sponge, plugging with iodo- 
form gauze, etc.. He then seizes the projecting parts with forceps and 
burns off whatever impedes the passage with the galvano caustic loop 
or the Paquelin cautery. In some cases, with the Paquelin he cut 
away the formation to a funnel shape, thus doing away with the pos- 
teriorly situated recess. If necessary the neck of the bladderis then 
dilated and a Nelaton catheter as thick as possible introduced. In the 
further course of the treatment it is possible within a few days to in- 
troduce the thickest catheters. By this time suture of the bladder can 
be undertaken. On the careful execution of this he always lays great 
stress because our aim must be, as the patients are all advanced in 
years, to have them about again as soon as possible as a prevention 
of the dreaded hypostatic pneumonia. He always uses continuous 
catgut-suture, 2 or 3 layers superposed; and tries to remove the 
catheter by the tenth day. By sketching briefly the 6 cases in which 
he has performed the operation, the previous condition of each pa- 
tient and the result of his efforts will be best recognized. 

1. Operated 3 years ago. Very corpulent man, zt. 37 years. Had 
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suffered for years from bladder troubles. After using catheter for 
several years, an acute retention of urine occurred which his physician 
relieved by repeated catheterization. Then a putrid catarrh of the 
bladder developed. At each introduction of the catheter considerable 
blood appeared. Fever, dryness of the tongue, bronchitis, in short all 
the dreaded symptoms appeared. General condition very poor. Kum- 
mell at first suspected a tumor of the bladder, opened the latter, disin- 
fected thoroughly and removed a pear-sized concentric lobe of the 
prostate. The bladder was sutured and primary union followed. As 
in all the following cases the external wound was only partly sewed up, 
and then tamponaded with iodoform gauze. The bladder-wound 
healed in 10 days and the patient got up in 16 days. He was not able 
to pass urine spontaneously. By energetic aftertreatment—strychnine 
injections, faradization of the bladder, and other means—he succeeded 
partially in regaining spontaneous urination. Then the patient with- 
drew from treatment and is still obliged to use the catheter as only a 
little urine can otherwise be passed. To judge by later experiences the 
patient might have been so far improved as to pass his water spon- 
taneously, since the contractile power of the bladder musculature was 
not entirely gone. He now feels perfectly well, although as stated he 
is still dependent on the catheter. Certainly the operation was a life- 
saving one in this case. 

2. Patient zt. 73 years. Claims special interest. Was treated by 
Kummell 4, 3 and 2 years previously. He always came to be freed 
from acute retention of the urine. After repeated catheteri- 
zation he could be discharged again able to pass water 
without special difficulty. When he came last year an attempt had 
already been made to relieve the retention. There was free hemor- 
rhage from the urethra, narcosis was necessary to get the catheter 
through. For 8 weeks he vainly tried to relieve the retention in some 
other way. The patient was opposed to an operation. When every 
other means proved futile, this was performed. A pear-sized lobe was 
found projecting into the bladder, and was removed with the Paquelin 
in the manner stated. The bladder was sutured. To increase the 
functional power of the musculature a catheter was left in place for some 
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time. Doubtless in consequence of this a small fistula formed; the 
catheter was again introduced for a shorttime. After a few weeks the 
external wound also healed up completely. After removal of the 
catheter the patient was immediately able to pass his urine, and could 
hold it several hours. Vesical tenesmus was slight and the patient was 
troubled only once or twice at night. From this on, the catheter was 
not used, only the bladder was washed out once a day. ‘The patient 
died from left-sided pneumonia 3 months after the operation. The 
specimen was demonstrated. Completely healed wound-surface. No 
new development of the tumor. 

3. Decrepit tailor, zt. 68 years, who had long suffered from bladder 
troubles. For a long time before his admission he had been unable to 
pass his urine. After the common methods of treatment had been 
tried in vain, and the general condition of the patient began to fail, the 
bladder was opened and a large middle lobe found the size and form 
of the end phalanx of a large thumb. This wasburnedoff. The blad- 
der-wound healed in 14 days. After removal of the catheter there was 
complete paralysis of the sphincter. By douching the bladder, injec- 
tions of strychnine, etc., this was presently remedied. It was far more 
difficult to stimulate the relaxed detrusor to activity, still this succeeded 
in the following weeks so that the patient was able to retain and to 
pass his urine. The operation was done 14 months ago. Within the 
last few days a periurethral abscess of unknown origin has had to be 
opened. 

4. A man et. 71 years, who had used the catheter fora year. The 
urine contained a large amount of albumen. Bothered often ten to 
twelve times at night by urgency of the urine, and conse- 
quently much run down. Patient willingly consented to the 
proposed operation and anything else necessary, as life had be- 
come unbearable. On opening the bladder a left-sided lobe was found. 
The convalescence was severe and tedious. A left-sided pneumonia 
developed, and at times the urine contained very abundant albumen 
and was alkaline. When a fistula at the lower angle of the wound 
presently closed, the patient was soon able to retain his urine at night 
for 24 to 3 hours, the urine reacted acid, the albumen vanished. 
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5. Manet. 69 years. Admitted with retention, alkaline urine, and 
seriously affected general condition. The operation was risked not 
only to free him from his bladder trouble, but still more to act favorably 
on his general status. He died on the tenth day of broncho-pneumonia. 
The specimen of the bladder and parts of the prostate was shown. 
There was a concentric walnut sized hypertrophy projecting into the 
bladder, which was completely removed. 

6. Of this but little could be reported as it had been operated but 8 
days before. The hypertrophy was in the form of a horse-shoe. The 
patient had not been seen previously, but introducing acatheter showed 
that large parts of the prostate had by projecting into the bladder 
caused the retention. Diagnosis verified on opening the bladder. 

All the operations were in severe cases, on patients with whom the 
customary methods of treatment had long been tried in vain. For the 


most part he was successful not only in saving the greatly endangered 
life, but also in rendering spontaneous urination again possible. He 


recommends this proceedure as these are usually cases where there is 
nothing to lose but everything to gain. 

In the following discussion Socin (Basle) re-called that large pros- 
tates may cause scarcely any trouble though even small ones may be 
very troublesome;—that in fact it isnot the prostate that causes trouble 
so much as it is cystitis. Hence, some at least, of Kummell’s sucesses 
were really due to relief of the cystitis. Thiersch (Leipsic) accepted 
Socin’s view. A large middle lobe may in certain conditions be ad- 
vantageous, ¢. g., in paralytic incontinence. Here if the lobe be re- 
moved matters are made worse. Ebermann (St. Petersburg) thought 
that where the bladder was greatly changed, as in vessie a colones, 
Kummell’s operation would be useless. 

Kummell replied that he only recommended the operation where a 
demonstrable impediment was present, all other means of securing spon- 
taneous urination had been tried, and on the other hand the presence of 
great danger necessitated immediate action to save life. For the rest he 
of course accepted Socin’s views.—xvili Germ, Surg.Congress, Author’s 
report in Centbl. f. Chirg., 1889, No. 29. 


WILLIAM BROWNING (Brooklyn). 
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III. On Suprapubic Lithotomy. By Dr. Victor v. Krums- 
MILLER (Vesiégonsk, Russia). Basing his views on a series of cases 
from his own practice, the author, a Zemsky (country) practitioner, lays 
down the following general propositions. (1) In country practice 
especially in children, suprapubic section represents the most conve- 
nient and most simple operation for stone. (2) The insertion of a 
colpeurynter into the rectum. (3) Both filling and suturing the blad- 
der are superfluous. (4) In the presence of a normal urine, the intro- 
duction of a catheter @ demeure may be similarly dispensed with. (5) 
In the after-treatment, tepid baths afford a very good sedative means. 
(6) The use of sponges in lithotomies should be discarded altogether. 
— Transactions of the Third General Meeting of Russian Medical 
Men at St. Petersburg, No. 10, 1889. 


IV. On Suprapubic Lithotomy. By Dr. Avexe: A. Trota- 
NorF (St. Petersburg). The author details seven suprapubic sections 
made by him in the Obukhovsky Hospital during 1887. The cases 
refer to maie patients (six peasants, one burghess) aged from 20 to 45 
and suffering from lithiasis of long standing. In all but one, a colpeu- 
rynter was employed and tne bladder filled. In two, the vesical incis- 
ion was closed with two-e/age silk sutures, and Nélaton’s catheter 4 
demeure inserted. In the remaining five, the wound was left open 
and supplied with drainage, while in some of them, in addition, a con- 
tinuous irrigation of the vesical cavity was established, the appliance 
consisting of two long tubes one of which connected the bladder with 
a high irrigator containing a tepid 2% boracic acid solution, and the 
other with a flask under the bed. The stones removed were invariably 
single. Only two were encapsulated, the other being free. In six 
cases, they were as large as a hen’s egg, weighed between 45 and 64 
grammes and consisted of phosphates, with or without urates and cys- 
tine; the latter was found in one case. In one case, the (urate) cal- 
culus weighed not more than four grammes. In three cases, the urine 
was strongly alkaline and purulent. In four, acid. In five, no compli- 
cations were present, while in two pyelonephritis and in one paravesical 
inflammation existed. Of the seven patients, two (exceedingly ema- 
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ciated, with a highly decomposed urine, and complications) died, both 
on the fiftieth day after the operation (without suturing the bladder), 
one from croupous cystitis, the other from pulmonary and intestinal 
tuberculosis with pyelonephritis. The remaining five recovered (includ- 
ing a patient with pyelonephritis and extensive antevesical suppura- 
tion), the wound healing in one (a vesical suture case) per primam on 
the seventh day, in another fer secundam on the twenty-first, in the 
other on the fifty-sixth, sixtieth and seventy-fifth. In one of them a 
hernia lineae alba formed. [The cases are not included in Dr. N. V. 
Solonika’s collection ; vide the ANNALS OF SURGERY, though Dr. So- 
lonika adduces three other cases of Dr. Troianoff, every one of them 
ending in complete recovery between,the ninety-first and ninety-sixth 
day after the operation.—Reporcer|— The Obukhovsky Hospital Sur- 
gical Reports for 1887 and 1889. 


V. On Suprapubic Lithotomy. By Dr. Joser F. Zemacki 
(St. Petersburg). The author’s views, based on an extensive experi- 
ence in the Obukhovsky Hospital, may be summarized as follows: (1) 
Suprapubic section is indicated; a, in the presence of multiple calculi, 
or a single hard, large, fixed, adherent or sacculated stone; 4, in the 
presence of impermeability of the urethra; or perivesical urinary infil- 
tration and abscesses ; or such complications as vesical new growths 
or enlargements of the prostate (especially in old people). (2) The 
following technical details should be adhered to as a matter of rou- 
tine ; a,a colpenrynter should be inserted into the rectum ; 4, the blad- 
der should be filled with some antiseptic fluid; ¢, the incision, both 
into the abdominal and vesical wall, should be strictly vertical; @, be- 
fore the incision, the viscus should be fixed by means of two or four 
silk loops (as S. P. Kolonuin recommended); ¢, with exception of 
certain cases (vide infra), the bladder should be closed with suture, 
the best yet known being Tilling’s interrupted two-efage, one involving 
the perivesical cellular tissue; /, the abdominal wound should be 
closed with intermuscular sutures; g,a drain or a “wick” should 
be introduced into the lower angle of the abdominal wound, reaching 
backward to the vesical suture ; 4, a catheter @ demere (Nelaton’s with 
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a straight end) should be left in the bladder for at least twelve days in 
adults (for a somewhat shorter period in children) ; 7, in the vesical 
suture cases the patient should be kept on his back; in such cases where 
the viscus is left open, on his abdomen ; /, in the suture cases, the pa- 
tient’s urine should be continuously drained away by means of a sy- 
phon arrangement connected with a vessel (containing some antiseptic 
solution) under the bed (See Dr. E. Hurry Fenwick’s paper in the An- 
NALS OF SuRGERY, April, 1889, p. 312); 4, the bladder should be daily 
washed out through the catheter with some antiseptic lotion, by means 
of a hand syringe ; /, in such cases where the vesical suture gives way 
or suppuration arises, the wound should be at once opened and a 
drainage tube introduced. (3) The vesical suture is contraindicated 
in the presence of; a, ichorous or purulent cystitis; and 4, abscesses 
in the prevesical cellular tissue. In such cases a double drainage tube 
should be inserted through the wound into the vesical cavity, and a 
continuous irrigation of the latter established in this way. A vessel 
containing some tepid antiseptic lotion should be placed sufficiently 
high to send its contents into the bladder through one of the drainage 
tubes, while the other tube should let out the fluid exactly at the same 
rate, through a syphon appliance connected with a chamber under the 
bed. (4) The following procedures should be most strictly avoided ; 
a, carrying transverse or oblique incisions into the abdominal wall; 4, 
any transverse division of the edges of the recti and pyramidal muscles 
(as practised by some surgeons for widening the operation field): ¢, the 
use of sharp hooks for fixing the bladder before the incision; ¢@, mak- 
ing transverse, oblique or semi-circular incisions into the bladder ; e, 
the employment of catgut for closing the vesical wound ; /, inserting 
a single row of sutures or ‘“purse-string”’, “ furrier’s sutures”, or too 
tight or too numerous ones; g, leaving open the muscular wound of 
the abdominal wall; 4, the use of a catheter @ demeure with a strongly 
curved end.— 7ransactions of the Third General Meeting of Russian 
Medical Men at St. Petersburg, No. 2, 1889. 
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THE OPERATIONS OF SURGERY. A Systematic Handbook for Practi- 
tioners, Students and Hospital Surgeons. By W. H.A. Jacosson, 
M.B., F.R.C.S., Assistant Surgeon to, and Teacher of Operative 
Surgery in, Guy’s Hospital; Surgeon to the Royal Hospital for 
Children and Women, London. With One Hundred and Ninety- 
Nine Illustrations. Octavo, 1000 Pages. P. Blakiston, Son & Co., 
Philadelphia. 


The author has written this work with the avowed intention of mak- 
ing it more comprehensive in scope and fuller in detail than similar 
works already published. Even a cursory examination of it would suf- 
fice to demonstrate the value and interest which has been given to the 
work by the excursions and discussions with which nearly every sub- 
ject is illuminated. Most works on operative surgery may be likened 
to skeletons; Mr. Jacobson has added flesh and blood to the bones. 
His illustrations are abundant and clear, his descriptions are concise 
but full, and his discussions of the merits of the different operative meas- 
ures described are judicial, and his conclusions usually supported 
and illustrated by a large experience. Current surgical literature has 
been thoroughly traversed by the author, who presents in this volume 
information of a multitude of surgical procedures that hitherto were not 
to be found by the student except in periodical literature. As a fair 
sample of Mr. Jacobson’s methods, Chapter X, on Removal of the 
Tongue, may be taken. First is briefly considered what the author 
terms ‘‘a precancerous stage,”’ a stage of unknown and variable dura- 
tion, in which inflammatory changes only are present, but on which 
epithelioma inevitably supervenes. In this stage operative attacks of 
quite limited extent will suffice to eradicate the trouble and secure 
against recurrence. Next are discussed, under the head of ‘Questions 
arising before Operation,” the two questions, will the disease be per- 
manently cured by operation; and, if a permanent cure is impossible, 
will life be bettered and prolonged? In answer, it is acknowledged 
that past statistics show but 10 to 13 per cent of permanent cures. But 
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such results are attributed largely to delay in operating; therefore early 
operations are urged, and especially when the limited extent of the 
disease makes possible its total eradication with the removal of a 
lateral half of the tongue. Even if the case has become advanced to 
such a stage as to make permanent cure impossible, the author would 
still advise operation as full of promise in the direction of alleviating 
suffering and prolonging life. There follow then detailed descriptions 
of Whitehead’s Syme’s and Kocher’s methods of extirpation of.the 
tongue and also the method by the use of the écraseur. The latter 
method the author very justly condemns, giving good reasons for his 
opinion. In this he is certainly in harmony with the tone of modern 
surgery which has generally relegated the ecraseur to a place in ancient 
history. The three first named methods of operation the author prop- 
erly says give a choice which will enable the surgeon to meet any case 
of tongue cancer. In general Jacobson prefers the Whitehead method 
of operating, that is, through the mouth, cutting with scissors, and 
checking hemorrhage as it occurs. He departs from the exact method 
advocated by Mr. Whitehead by recommending a preliminary laryng- 
otomy and tamponment ot the fauces, and by slitting the tongue longi- 
tudinally first so as to enable him to remove half at a time. He re- 
jects preliminary ligature of the lingual arteries, first, because in his ex- 
perience it does not prevent troublesome hemorrhage, second, because 
it is quite practicable to control hemorrhage without it, and third, be- 
cause it takes much time, needlessly prolonging and complicating the 
operation. Inconnection with this matter of preliminary ligature of 
the linguals, Jacobson casually alludes to a most important point in 
connection with operation for tongue-cancer, viz., the detection and 
removal of diseased glands. The allusion is so brief, and in such a 
connection, that the reader would be likely to be misled as to the im- 
portance of the subject. The inference from the connection is that 
the author does not systematically remove the submental and sub- 
maxillary lymphatic glands after removing cancer of the tongue 
unless they are already sufficiently enlarged to be felt notably by palpa- 
tion through the overlying tissues. He says “if they are to be re- 
moved, then etc.” Kocher’s method, by lateral infra-maxillary incision, 
though acknowledged by the author to possess the merits of exposing 
for examination the connective tissue of the neck, thus bringing to the 
attention of the surgeon infected glands that would otherwise have es- 
caped detection, and also enabling the surgeon to attack with greater 
facility the posterior part of the tongue, has not been cmployed in any 
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case by him. He has operated in twenty-three cases, in all by the 
Whitehead method; only one case died from the operation. 

How many remained permanently cured is not stated, but from the 
fact that he does not amend the statistics of others which give but 1o 
and 13% of permanent cures, and from the fact that he states that per- 
manent recovery is doubtful in any case in which ulceration has per- 
sisted for longer than three months, and well nigh certainly hopeless it 
it has persisted for over six months, if more than one-third of the 
tongue is invaded, or if the floor of the mouth is invaded, it is evident 
that the ultimate results of the Whitehead operation are not very en- 
couraging. To the reviewer it seems indisputable that better results 
from operations for tongue cancer can be obtained, and that the way 
to attain them, in addition to earlier attacks, is by removing large por- 
tions of the organ, and by a thorough extirpation in all cases of the 
chain of lymphatics in immediate relation to it. From this point of 
view the Whitehead operation is defective, and, though entailing less 
immediate danger to the patient, must give way to methods more radi- 
cal, though more immediately dangerous. These thoughts as to the 
merits of the various methods of operating for cancer of the tongue 
are not here expressed as any criticism on the work of Mr. Jacobson. 
They are called out, indeed, by the very fullness with which he de- 
scribes the various methods of operating. 

Turning to another very important subject, that of the radical cure 
of hernia, a very satisfactory presentation of the recent status of ope- 
rations for this object is so be found. Any discussion of operative 
methods is preceded by a brief reference to the important question of 
permanency of cure, the subsequent wearing of a_ truss, 
the term ‘radical’ cure, and the age best adapted to 
operations. Of operations the method by the injection § of 
astringents--the Heaton method, for instance—receives no 
endorsement, and is merely mentioned with the statement that he 
has no space to give to a detailed description of it; the subcutane- 
ous methods of Wood and Spanton are quite fully described, but most 
prominence and full endorsement is given to methods involving open 
incisions. ‘The procedures of Banks, Macewen, Barker and Ball are 
each fully described. It would obviously be impossible, in a work of 
a general character, to describe all the various modifications that have 
been proposed for the radical cure of hernia. It is a field in which 
active experiment is now going on, and the time is still too short since 
this class of work began to be done for any one special method to 
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have secured for itself general recognition as the one most worthy of 
confidence. 

These two examples must suffice to’ show the methods of Mr. Ja- 
cobson in his most valuable work. His book is divided into six parts, 
devoted respectively to operations on the upper extremity, the head 
and neck, the thorax, the abdomen, the lower extremity and the ver- 
tebral canal, with an appendix for the pericardium. The book is sure 
to be often referred to by every surgeon who may become its pos- 
sessor. L. S. PILCHER. 





SURGICAL HANDBOOK FOR THE USE OF PRACTITIONERS AND STUDENTS. 
By Francis M. Carrp, M.B., F.R.C.S. Ed. and CHarLtes W. Catu- 
CART, M.B., F.R.C.S. Eng. and Ed., Assistant Surgeons, Royal In- 
firmary, Edinburg. Philadelphia, P. Blakiston, Son & Co., 1889. 
I2mo., pp. 262. 


The general plan of this little book is excellent, and embraces sev- 
eral features not usually found in works of this kind. Among these 
may be noticed two excellent chapters on emergency cases, including 
the treatment of poisoning, and a chapter on extraordinary appliances 
and civil ambulance work in which are contained full instructions for 
the formation of ambulance classes, and the syllabus of lectures issued 
by the St. Andrew’s Ambulance Association. Bandaging is taught in 
an exceptionally thorough and comprehensive manner, the directions 
being notably explicit and emphasized by excellent wood cuts. The 
chapters on antisepsis on the contrary, are meagre and unsatisfactory, 
the spray being given a prominence surprising in the present state ot 
surgery. The excellent abstract on the surgical applications of elec- 
tricity however is well worth mention. A little carelessness in construc- 
tion is shown both by the errata inserted in the book, and by clauses 
such as “if the heart Aave stopped” (p. 14) as well as the deficiencies 
of the index from which, forexample, is omitted any reference to trach- 
eotomy—a subject considered by the authors of sufficient importance to 
justify the devotion of aconsiderable portion of a chapter to it. The 
work is practical and useful as a whole, and well worthy to be the com- 
panion of every student and young practitioner. 





Synopsis OF HuMAN Anatomy. By JAMEs K. Youna, M.D., Instructor 
in Orthopedic Surgery and Assistant Demonstrator of Anatomy in 
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the University of Pennsylvania, etc., Philadelphia, F. A. Davis, 1889. 
12 M0. pp. 393. 


This synopsis follows in much the same line as the preceding. It 
seems to have surpassed all its predecessors in completeness and thor- 
oughness. We have known the book to be of very decided service in 
its function of assisting in preparation for examinations. 





ESSENTIALS OF PATHOLOGY AND MorBiD ANATOMY. With 46 fine illus- 
trations. By C. E. ARMAND SempLe, B.A., M.B. Cantab, L.S.A., 
M.R.C.P. Lond. Physician to the North-Eastern Hospita for Chil- 
dren, Hackney; Professor of Vocal and Aural Physiology and Exam- 
inerin Acoustics at Trinity College, London, etc., etc., Philadelphia, 
W. B. Saunders, 1889. 12 mo. pp. 160. 


ESSENTIALS OF MATERIA MEDICA, THERAPEUTICS, AND PERSCRIPTION 
WriTING. By Henry Morris, M.D., late Demonstrator Jefferson 
Medical College; Fellow College Physicians, Philadelphia; Co-Editor 
Biddle’s Materia Medica; Visiting Physician to St. Joseph’s Hospi- 
tal, etc., etc. Philadelphia, W: B. Saunders, 1889. 12 mo. pp. 250. 


We have already expressed a favorable opinion of others of Saunders’ 
Question Compends, of which these works form Nos. 6 and 7. The 
former is a reprint from English plates and, while a very excellent little 
work, differs from the others in deviating from the catechistic form. 
In the latter, Dr. Morris has been peculiarly happy in expression and 
comprehensive in scope. The book is well up to the times and will be 
of marked advantage in assisting the student to define his knowledge. 

JAMES E. PILCHER. 
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GENTLEMEN:—* * * I am very well pleased with the cabinet battery, and have lost no opportunity 
of exhibiting it to my professional brethren as well as my students of the University of Michigan. 

Yours very truly, DONALD MACLEAN, M. D. 
St. Louis, Mo., July 31, 1887, 
Dr. Rigas, St. PAUL: 

DEAR Doctor:—Yowrecollect, I presume, that I wrote to you last winter, asking your advice in 
reference to Waite & Bartlett's electrical apparatus. Since you were decidedly in favor of their instru- 
ments, I ordered one of there Static Machines, and now, after eight months of trial, I must say thatI 
am more than pleased with the apparatus. It never ceased to work even in the most unfavorable 
weather, giving immense quantities of static electricity. Altogether it is a magnificent piece of work, 
and I write this letter to you to let you know that your recommendation of the firm was well deserved. 

Yours truly, CHAS. HEYER, M. D., 
910 North 10th St., St. Louis, Mo. 
SEND FOR ILLUSTRATED CATALOGUE. 
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(FRELIGH’S TONIC). 





FORMULA. 


Ten minims of the Tonic contain the equivalents (according to the formule of the U. 8. P. and) 


Dispensatory) of 


Wirt, Were Bes Fk 5b ses cs on cee edn benet® cccaedovcgce cece 2 MIR. 

™ RE ENE esi cp cc cick es cb ddarach casccbdustcnct see de “ 

o NG ea 55, he hese Cuan neeneReonenesee 4 Ng 

gs PR aa Fanon We a) Ged cide wsise's, Stes teebano. & = 

Oi TEI sai a Lh cc ciclcde ose Fike abo cap pine Sainte SECON KE rc * 

-s RNs cok ab iNeed Ko Kan decnce sewers iss bakes Se ge bee? - FRR 

1": Ce OAS ee eee ere ve 
sss saiic'a sues thd bn bees and cede ests Olas hopivebceos 563 2 minims 


DOSE :—5 to 10 drops in 2 tablespoonfuls of water. 


INDICATIONS. 
Paralysis, Neurasthenia, Sick and Nervous Headaches, Dyspepsia, Epilepsy, 
Locomotor-Ataxia, Insomnia, Debility of Old Age, and in the Treat- 
ment of Mental and Nervous Diseases. 





One of the most widely known physicians in the country, residing in Washington, says: 

“The elegance of the formula, the small dose required and its potency go far to recommend the 
Tonic to the profession in that large class of neuroses so common among brain workers in this country.” 

A well known physician of Chicago, in practice since 1859, says: 

“It will be a revelation to most physicians. { have found it peculiarly adapted to the mentally 
“ver-worked Public School teachers, as well as to the worn out business man.” 

A Philadelphia physician says: 

“Your Tonic is a noble remedy. Some of my patients call it the ‘Elixir of Life.’ In Atonic Dyspepsia 
and as an aphrodisiac it cannot be excelled.” 

A Baltimore physician, whose Diploma dates from 1825, says : 

“Your combination I find vastly more effective than any tonic I have ever used. It furnishes a most 
powerful evidence of the vastly increased power of medicament by combination and judicious pharma- 
<eutic preparation.” 

While an Ohio physician says: 

“T have been in the profession since 1841, and must frankly say have never been much inclined to 
run after strange gods, but this new manipulation and combination pleases me.” 

The above and many similar letters from the profession can be examined at our office. Over 13,000 
physicians in New England and the eastern Middle States are prescribing the Tonic regularly. 


Price, One Dollar per bottle, containing 100 of the average 5-drop doses. 


Physician’s single sample delivered, charges prepaid, on application. That every physician may be 
his own judge of its value, irrespective of the opinions of others, we make the following 


SPECIAL OFFER 


We will send to any physician, delivered, charges prepaid, on receipt of 25 cents, and his card or 
letter head, half a dozen physicians’ samples, sufficient to test it on as many cases for a week to ten 
days each. 

The Tonic is kept in stock regularly by all the leading wholesale cruggists of the country. 

As we furnish no samples through the trade, wholesale or retail, for samples, directions, price-lists, 


etc., address, 
lL. O. WOODRUSEE & CoO., 


88 Maiden Lane, New York City, 
Manufacturers of Physicians’ Specialties. 


A Phosphorized Cerebro- Spinant, 
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THE 


DUBLIN JOURNAL 


MEDICAL SCIENCE 


PUBLISHED ON THE FIRST OF EACH MONTH. 





SUBSCRIPTION—£1 per Annum; Single Number, 2s. 





JOHN WILLIAM MOORE, M.D., Univ. Dubl.; F.K.Q.C. P.; F. R. Met. Soc.; ex-Scholar and 
Diplomate in State Medicine of Trinity College, Dublin; Physician to the Meath Hospital 
and County )ublin Infirmary, and formerly Senior Physician to Cork-Street 
Fever Hospital; Lecturer on Practice of Medicine in the 
Carmichael College of Medicine. 


Dr. Moore is ably assisted by a distinguished metropolitan and provincial staft* of 
Contributors, to whose labours it is due that the Journal is an acknowledged exponent 
of the Contemporary progress in all branches of Medical Science at home and abroad. 

The Journal strictly maintains the character it has preserved during its long existence. 
It is exclusively devoted to Scentific and Practical Medicine, and each number contains: 


1. Original Articles. 2. Analytical and Critical Reviews. 
3. One or more Half-Yearly Reports on 
MEDICINE, SURGERY, MIDWIFERY, DISEASES or WOMEN, 
MATERIA MEDICA ann THERAPEUTICS, OPHTHALMIC SURGERY, 
OF THROAT a>a NEIGHBOURING PARTS, 
PUBLIC HEALTH, PSYCHOLOGY anp MENTAL 
DISEASES, TOXICOLOGY, MEDICAL 
JURISPRUDENCE. 
4. REPORTS OF THE PROCEEDINGS OF 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND, THE ULSTER 
MEDICAL SOCIETY, THE CORK MEDICO-CHIRURGICAL 
SOCIETY. 

5 Clinical and Pathological Records from Private and Hospital 
Practice. 

6. Sanitary and Meteorological Notes, Compiled by the Editor. 

7. Periscope, including Abstracts, Reprints, and Translations 
of important articles appearing in other British, American, Colonial and 
Continental Medical Serials. 

The Journal thus not only presents to its readers the views of the most experienced and accom- 
plished members of the Profession in this country, but keeps them informed of all the important ad- 
vances which are now being rapidly made in the Science and Practice of Medicine, Surgery and 
Midwifery. 

FANNIN & CO. 41 Grafton St., Dublin. 
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FELLOWS i 
HYPO- PHOS - PHITES: | 


(Syr: HyporHos: Comp: FELLows) 





Contains THE ESSENTIAL ELEMENTS to the Animal Organization—Pet ] 
ash and Lime. 5 
The OXYDIZING AGENTS—Iron and Manganese ; 
The TONICS—Quinine and Strychnine ; 
And the VITALIZING CONSTITUENT—Phosphorus, 
Combined in the form of a Syrup, with slight alkaline reaction. 
IT DIFFERS IN EFFECT FROM ALL OTHERS, being pleasant to taste, 
acceptable to the stomach, and harmless under prolonged use. : 
IT HAS SUSTAINED A HIGH REPUTATION in America and England © 
for efficiency in the treatment of Pulmonary Tuberculosis, Chronic Bronchitis, ~ 
and other affections of the respiratory organs, and is emplcyed also in various ~ 
nervous and debilitating diseases with success. 4 
ITS CURATIVE PROPERTIES are largely attributable to Stimulant, 7 





Tonic, and Nutritive qualities, whereby the various organic functions are re 4 ; 


IN CASES where innervating constitutional treatment is applied, and tonie ” 
treatment is desirable, this preparation will, be found to act with safety and sat | 
isfaction. : 
ITS ACTION IS PROMPT; stimulating the appetite and the digestion, ® © 
promotes assimilation, and enters directly into the circulation with the food © 
products. 

THE PRESCRIBED DOSE produces a feeling of buoyancy, removing 
depression or melancholy, and hence is of great value in the treatment of 
Mentat anp Nervous AFFECTIONS. 

From its exerting a double tonic effect and influencing a healthy flow of the 
secretions, its use is indicated in a wide range of disease. 





PREPARED BY 


JAMES |, FELLOWS. - - CHEMIST, 


48 VESEY ST. NEW YORK. 





CIRCULARS SENT TO PHYSICIANS ON APPLICATION. | 


FOR SALE BY ALL DRUGGISTS. 
im writing, please mention this journal. 

















“WaVGNAT_(GOLDEN'S LIEBIG'S LIQUID EXTRACT OF BEEF AND TONIC INVIGORATOR,—cxeer— 


ESSENTIALLY DIFFERENT FROM ALL OTHER BEEF TONICS. UNIVERSALLY 
ENDORSED BY LEADING PHYSICIANS. 





This preparation, consisting of the Extract of Beef (prepared by Baron Liebig’s process), the best Brandy 
obtainable, Soluble Citrate of Iron, Cinchona and Gentian is offered to the Medical Profeuicl upon its own 
merits. It is of inestimable value in the treatment of all cases of Debility, Convalescence from 
Severe a Malarial Fever, Chlorosis, Incipient Noyrener a ep es 
Nervous W 68, and maladies requiring a Tonic and Nutrient. It 1s quickly absor by the 
Stomach and upper portion of the Alimentary Canal, and therefore finds its way into the circulation quite rapidly. 

COLDEN’S LIQUID BEEF TONIC appeals to the judgment of intelligent Physi- 
cians in the treatment of 


+>All. Cases of General. Debility.< 


It is essentially 1 Food Medicine which gives tome and stremgth in cases where other 
remedies have failed or been rejected. A single trial will convince any fuir-minded Physician of the value 
of this preparation. 

By the urgent request of several eminent members of the medical profession, I have added to each wine- 
glassful of this preparation two grains of Soluble Citrate of Iron, and which is designated on the label, “With 
Iron, No. x3" while the same preparation, Without Iron, is designated on the label as “ No. 2.”” 

gar bo order that Physicians unacquainted with 


COLDEN’S LIQUID BEEF TONIC 


may become familiar with it, we will upon application send a sample bottle free (express charges paid), to any 
Physician in the United States. Please ask your Dispensing Druggist (if he has not already a supply) to order 
it. In prescribing this preparation physicians should be particular to mention “COLDEN’S,” viz.. 
“Ext. Carnis Fi, Com (Colden).” It is put up in pint bottles, and cam be had 

Wholesale and Retail Druggists geu y throughout the United States. 


oN. CRITTENTON, 
Soe Ament. : a a dd AER ki 


SULPHUR SOAP. PINE TAR SOAP. 


Physicians knov , Sines By far the Best Tar Soap made. Has bees on trial among 
uni of nig <P vee aa ith org physicians for very many years as a toilet soap and healing agent. and 
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Di of the Skin. Glenn's Sulphur Seap is | * 
Original Beat combi ’ its superior virtues have been unanimously conceded in all cases where 
Shiite te nick Ca the use of Tar is indi: ated. None genulbe unless stamped A. A. 
nd ft CONSTANTINE’S PERSIAN MEALING FINE 
eee TAR SOAP. For sale by All Druggiets. 


Wholesale Depot, C. N. CRITTENTON, 115 Fulton Street, New Vork. 
Samples of above Suaps SENT FREE, on applicatios, to aay Physician iaciosiug card, 


. 








